





Dr. Henry Schmitz 


HOSE who plead lack of physical ro- 

bustness, or even serious illness, as an 
excuse for failure, will do well to study the 
story of Edward Livingston Trudeau who, 
though he started life with no serious aim, 
and shortly after he had found one and 
started upon his career, discovered that he 
was the victim of a malady then considered 
incurable, still lived to achieve high success 
and world-wide fame. 

One must not, however, overlook the im- 
portance of heredity and family traditions, 
for this man had a fine background. His 
maternal grandfather and his father were 
successful physicians, and his _ paternal 
great-grandfather was governor of “Les /I- 
linois.” 

Edward was born in New York City on 
October 5, 1848, the youngest of three chil- 
dren, and shortly thereafter his parents 
separated and he was taken to France, 
along with his elder brother, by his mother 
and his grandparents, and remained there 
until he was eighteen years old. 

When he returned to New York he ob- 
tained an appointment as midshipman in 
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the navy, but before he entered upon those 
duties his brother, to whom he was devoted, 
fell ill with “consumption,” and Edward 
gave up everything else to nurse him, even 
sleeping with him at times, until his death. 

Having no particular objective, young 
Trudeau studied for a time at a school of 
mines, and was later in a broker’s office for 
a while, but developed no enthusiasm for 
either type of work. Then, when he was 
twenty years old, he met the young woman, 
Charlotte C. Beare, who had all the qual- 
ities which he lacked and was to be the 
real motive power of his future life. Her 
influence, with that of the family tradi- 
tions, sent him, in 1868, to the College of 
Physicians and Surgeons in New York, and 
kept the compass of his life pointing north 
until his graduation, in 1871, immediately 
after which the young people were married. 

Dr. Trudeau obtained a post in a new 
hospital and began to practice on Long 
Island, where he suffered several attacks of 
“malaria,” which may have been a factor 
in his move, the following year, to New 
York, where he became associated with Dr. 
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F. Otis, and did some dispensary work and 
teaching. 

In spite of the fact of his trouble on Long 
Island, and the occurrence of a cold abscess 
and enlarged cervical glands (these things 
were not so well understood then as they 
are now), it was a great shock to him when, 
in 1873, it was discovered that he had a 
well developed case of “consumption.” 

More or less at his wits’ end, he went 
to Paul Smith’s hunting lodge, in the Adi- 
rondacks, to spend that summer, but when 
cold weather came on he sought warmer 
and more civilized surroundings (steadily 
becoming worse), until 1875, when Dr. A. 
L. Loomis urged him to remain in the moun- 
tains the year round, and he, himself, 
thought that he might as well die in the 
part of the country he loved best. So Dr. 
and Mrs. Trudeau, and their two children, 
settled in the tiny, isolated village of Sara- 
nac Lake, to wait for the end. 

But Dr. Trudeau—much to the surprise 
of the lung specialists—did not die! Out of 
doors most of the time, under primitive con- 
ditions and in a locality where the winter 
climate was notoriously cold and rigorous, 
his health improved remarkably, so that, by 
1880, he was able to resume his practice, 
and more and more of his patients began 
to spend the winter at Paul Smith’s, under 
his care. 

Shortly after Robert Koch made his 
classic announcement of the etiology of 
tuberculosis, in March, 1882, Trudeau ob- 
tained a translation of the article, set up 
a laboratory in a back room of his house, 
and grew the first tubercle bacilli ever cul- 
tivated in the United States. But something 
went wrong with his incubator, and his 
home caught fire and burned. This make- 
shift was replaced by the Saranac Labora- 
tory (the gift of an admiring friend), in 
1894, and much important research work 
was done there. 

The idea of the outdoor treatment of 
tuberculosis was not wholly new, as it had 
been practiced, to a limited extent, in Scot- 
land, since the middle of the eighteenth cen- 
tury; recommended by Bodington, of En- 
gland, in 1840; and carried out, under 
sanatorium conditions, by Brehmer, in the 
Waldenburg Mountains, since 1859; but 
Trudeau was the pioneer, along these lines, 
in America, and by 1885, the Adirondacks 
Cottage Sanatorium was in operation in a 
small way, and growing rapidly. At the 
time of his death there were about forty 
buildings, on sixty acres of land, and 150 
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patients were under treatment. 

The village of Saranac Lake grew up 
about Trudeau, who was its chief citizen 
and guiding light. Professional honors 
came to him unsought. In 1899 he received 
the honorary degree of Master of Science 
from Columbia University, and in 1904 and 
19138, respectively, that of LL.D., from Mc- 
Gill University and the University of Penn- 
sylvania. He was active in a number of 
professional organizations, and in 1910, was 
elected president of the Congress of Amer- 
ican Physicians and Surgeons. 

Though never a great scholar or deep 
student, Trudeau was a keen and accurate 
clinical observer and an enthusiastic and 
inspiring teacher, and his writings on clin- 
ical phthisiology, especially sanatorium 
treatment, had a profound effect upon the 
development of this specialty. 

In 1906 his health began to fail, and his 
old lesions became active again, so that his 
left lung had to be kept continually col- 
lapsed by intrapleural injections of nitro- 
gen, and he was in bed most of the time 
until his death, on November 15, 1915. 

In 1926, a monument was erected to him 
at Mount Pisgah, overlooking the Saranac 
Valley and the distant Adirondacks. Here, 
reclining on a marble couch, this frail but 
indefatigable fighter for human lives looks 
out across the scene of his victories. 

Every patient who has been saved from 
death due to “consumption” by the labors 
of this remarkable man, should make this 
monument a shrine of pilgrimage. 


A 


Fortune never helps the man whose courage fails.— 
SopHoc_Les. 


A 


Building Americans 


Tue younc PEOPLE of today are a keen, 
curious, enterprising crew, intent on dis- 
covering what it is all about and getting 
the juice out of life—a commendable en- 


deavor! But a high-powered car (which 
our youngsters undoubtedly resemble, in 
many ways), without an adequate equip- 
ment of brakes, is a rather dangerous ve- 
hicle for a prolonged journey; and the 
brakes of life, which we call discipline, 
seem to have been neglected in outfitting 
the rising generation,-which, of course, is 
the fault of their parents. 

The United States Government has gone 
into the man-building business on a fairly 
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large scale, through the operation of train- 
ing camps for the development of reserve 
officers (Reserve Officers’ Training Corps) 
and for the younger male citizens in general 
(Citizens’ Military Training Camps), and 
the opportunities offered are being enthusi- 
astically used. Last year, thousands of 
boys and young men attended these camps, 
but other thousands were refused enroll- 
ment, because the funds provided for this 
inestimably important purpose were insuf- 
ficient to pay the expenses of their train- 
ing. 

These camps give to young men a health- 
ful and body-building vacation in the open 
air, filled with manly occupations of all 
sorts (including supervised athletics in the 
afternoons), and at the Government’s ex- 
pense; the privilege of being prepared to 
serve their Country effectively, should the 
need arise; and, more important, perhaps, 
than all else, a keen appreciation of the 
vital relation which discipline bears to suc- 
cess in any walk of life. This is one of the 
Government activities (largely neglected be- 
cause of its small political advantages) 
where the taxpayers get the full worth of 
their money, because this training also 
fosters sound Americanism. 


Two duties rest upon the members of the 
medical profession: To bring to bear all the 
influence they possess for increasing the 
appropriation for military training camps 
(but not for a bloated army to fight other 
people’s battles at our expense), and to urge 
their own sons and those of their neighbors 
to avail themselves of the benefits which 
the camps offer. In addition to these, the 
members of the Medical Reserve Corps have 
the duty of cooperating in the scheme, by 
working actively to fill up the full quota of 
enrollments, and by making physical exam- 
inations of candidates and giving them the 
smallpox and typhoid vaccinations. 

Speaking of Medical Reserve Officers, the 
time is near when instructions relative to 
the summer camps will be received. Every 
able-bodied physician should hold a commis- 
sion in the Corps, and every officer should 
make his plans for attending a camp, at 
least every other year, or as often as he has 
an opportunity. 

There has never been a time in the his- 
tory of our Country when the need for 
stalwart and patriotic Americans (as dis- 
tinguished from the foreign-born and for- 
eign-fostered doctrine of internationalism) 
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was as urgently pressing as it is today, 
when all or most of the avenues of general 
information are rotten with subversive 
propaganda and the foundations of our con- 
stitutional and traditional liberties are in 
serious danger. 


Now is the time to start the various ac- 
tivities connected with the summer program 
of military training. Those who want a 
commission should apply to the nearest 
Army Corps Area Headquarters or write to 
The Adjutant General, U. S. Army, Wash- 
ington, D.C., for particulars. Those who are 
willing to cooperate in the C.M.T.C. pro- 
gram can find out all about it by addressing 
the Headquarters of the Army Corps Area 
in which they live. Any Reserve Officer can 
furnish the address. 


A 


Tomorrow is a promissory note, and yesterday is a 
canceled check. Act today!—F. D. VAN AMBURGH. 


A 


Causes of Death in 1708 


A coop Frienp who knows our joy in that 
sort of thing recently sent us a photograph 
of an old document entitled, “A General 
Bill of all Christenings and Burials, from 
the 16th of December, 1707, to the 14th of 
December, 1708, According to the Report 
made to the Queen’s Most Excellent Majes- 
ty: By the Company of Parish-Clerks of 
London.” 


Here are many interesting things. The 
christenings during that year were only 
15,862 (perhaps there were a good many 
infants who did not live to be christened— 
539 stillbirths are recorded—and it is not 
unlikely that many more for one reason or 
another did not receive the ministrations 
of the church), while the burials numbered 
21,291. The male christenings were 8,239 
and female, 7,623. Deaths in the two sexes 
were almost equal: males 10,604, and fe- 
males 10,687. 


The list of the causes of death proves 
most attractive to the modern nosologist. 
Diagnoses were, obviously, not made very 
closely, as is evidenced by the fact that 
5,902 deaths are reported from “Convulsion,” 
which, no doubt, included all sorts of condi- 
tions accompanied by muscular spasms of 
any variety. 

“Consumption” claimed the second largest 
list of victims, with 2,796. If, to this num- 
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ber, be added the deaths from “Cough” (3), 
“Hectick-Fever” (1) and “Tissick” (324), 
which sound as if they might be tuber- 
culous, we have 3,124. 

Then followed “Fever,” with 2,738 deaths 
(probably a conglomeration of many con- 
ditions having an elevation of temperature 
as a symptom; but not all, for “Childbed”’ 
is credited with 247 deaths, “Calenture” 
with 1, “Measles” with 126, “Pleurisie” 
with 47, “Rheumatism” with 28, and “Scar- 
let-Fever” with only 1); “Aged” (including, 
no doubt, a wide vari- 
ety of maladies) with 
1,728; “Small-Pox” 
with 1,687 (this re- 
member, was before the 
time of Jenner and vac- 
cination); and “Teeth” 
(apparently covering 
most of the gastro-in- 
testinal disorders of 
early childhood) with 
1,282. “Cancer” is 
charged with only 77 
deaths, though “Can- 
ker” (10), “Sores and 
Ulcers” (36) and 


atory tract. 


Glenolden, 


ic diseases. 
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NEXT MONTH 


Dr. Raymond A. Dart, Pro- 
fessor of Anatomy, University 
of the Witwatersrand, Johan- 
nesburg, South Africa, will pre- 
sent an unusual 
interesting discussion of the 
hygiene of the upper respir- 


Dr. Thomas S. Githens, of 
Pennsylvania, will 
outline the use of snake venom 
in the treatment of hemorrhag- 


Dr. Amos T. Fisher, of Lake- 
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The “Casualties” include: “Died by Mis- 
fortune,” “Frighted,” “Overlaid” and “Plan- 
et-struck.” 

Those who get a good laugh out of this 
and have a desire for more can do very well 
by looking over the death certificates of 
a few years back, at the court-house of some 
rural county or in some of the smaller hospi- 
tals. Even those filed last year might not 
be wholly devoid of amusing entries; nor 
are the causes of death recorded in the 
cities by any means absolutely scientific 
and illuminating. 

A large part of the 
medical _ profession 
needs to make more 
definite and provable 
diagnoses and_ record 
them in more logical 
and _ scientific terms. 
We can imagine a hos- 
pital superintendent in 
2139 turning over some 
of the county records 
of this year and burst- 
ing into uncontrollable 
mirth. Even some of 
the diagnoses which we 


and _ highly 


“Stoppage of the Stom- 
ach” (272) may have 
belonged in this cate- 
gory. 


wood, Ohio, will tell how he 
treats the patient, rather than 
the disease, in cases of tuber- 
culosis. 


COMING SOON 


now consider entirely 
rational and proper 
may look very strange 
200 years from now. 


Some of the diag- 
noses sound particular- 
ly ludicrous. “Griping 
in the Guts” killed 768, 
“Twisting of the Guts,” 
8, and “Plague in 
the Guts,” 1. The death 
of 57 “Chrisoms” 
(children dying within a month of baptism) 
are recorded. “Chin Cough,” “Distracted,” 
“Evil,” “French-Pox,” “Grief,” “Impost- 
hume” (abscesses), “Livergrown,” “Loose- 
ness,” “Purples,” “Rising of the Lights” 
(72 deaths), “Stoppage of the Stomach,” 
“Strongullion” (whatever that may be), 
“Suddenly,” “Suffocation of the Blood,” 
“Surfeit” (36 deaths), “Vapours,” “Water 
in the Head” and “Wind” are among the 
cther remarkable causes of mortality. 


“Coronary 
Clarence L. 
Chicago, Ill. 


Home,” by 


Atheroma,” by 
Wheaton, 


“Making a Diagnosis in the 
Ralph L. 
M.D., Clarion, Ia. 


It will do us good 
and save us from 
bumptiousness if we 
think of things like 
that now and then. 
Science is moving for- 
ward faster than ever 
before and, in spite of 
those who feel that we are now at the 
crest and apex of civilization and knowledge, 
there may still be one or two things for hu- 
manity to learn and several faculties for 
it to develop. 


M.D., 


Gorrell, 


Let us keep or develop a sense of humor 
and not take ourselves or the people and 
things about us too seriously. There may 
be people, two centuries hence, who will 
know more than we do. 
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Thyrotoxicosis Due to 


‘Ovarian Goiter’’* 
(A Case Report) 


By 
Guy S. Van Atstyne, M.D., F.A.C.S., Chicago, III. 


HERE is a voluminous literature on 
“ovarian goiter.” The incidence of thy- 
roid tissue in ovarian tumors is reported as 
being from two percent (Lyday’), to nine- 
teen percent (Koucky’), although most au- 
thors agree that it must occur much more 
frequently than compiled statistics indicate. 
While hyperplasia seems a relatively 
common finding in ovarian “goiters,’’ accom- 
panying clinical symptoms of thyrotoxicosis 
are uncommon, and reported cases of clini- 
cal hyperthyroidism with ovarian thyroid, 
unassociated with a neck goiter, are exceed- 
ingly rare. 

Moench,® in 1929, reported one case 
manifesting definite clinical symptoms of 
thyrotoxicosis, which entirely cleared up 
following the removal of an ovarian tumor 
containing thyroid tissue “resembling a 
toxic goiter in the resting stage,” but does 
not state whether or not the patient had 
also a neck goiter. Regarding ovarian 
thyroid tumors he says: “They are tera- 
tomas, perhaps not so rare as is commonly 
supposed, but extremely rare as far as 
actual functioning of the thyroid tissue is 
concerned, this being only the second tumor 
described in the literature in which the 
assumption of functionally active thyroid 
tissue in an ovarian teratoma seems really 
justified.” The other one to which he re- 
fers is that reported by Kovacs* in 1924. 
This patient, however, had an enlarged 
thyroid gland with mild hyperthyroidism. 
Removal of an ovarian thyroid tumor im- 
proved her symptoms, although the neck 
goiter was not removed. 

Masson and Mueller,’ in 1933, reported 
six cases, all having both neck and ovarian 
goiter. In only one of these was there evi- 
dence that the ovarian tumor was a factor 
in producing thyrotoxicosis. This patient 
had a basal metabolic rate of plus 15, with 
a pulse rate of 100. The neck goiter was 


*From the Department of Surgery, Wesley Me- 
morial Hospital. 
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removed first, the ovarian fifteen days later. 
No basal metabolic rate reading was made 
in this interval, but the pulse after the 
first operation never went below 90, while 
after the ovariectomy it dropped to 70. The 
basal metabolic rate after the second opera- 
tion was minus 4. This “ovarian goiter” 
showed areas of hyperplasia. These authors 
state, in their summary, that hyperplasia 
of the thyroid epithelium in varying de- 
grees is commonly observed in_ these 
tumors. 

Much of the literature is controversial. 
Nicholson,’ in 1937, from 92 publications, 
culls 76 papers describing 132 ovarian 
goiters. He then minutely dissects these, 
rejecting the incompetent, irrelevant, and 
immaterial, and finally accepts 67 as worthy 
of consideration. His style is charming, his 
sarcasm keen, and his logic is absolute. He 
definitely establishes one instance of the 
presence of thyroid tissue in the ovary and 
then enters into a controversy with the 
various theories of how it got there. For 
those interested in this argument, I recom- 
mend a careful study of this masterful 
paper. To me the important facts are not 
whether these tumors are teratomas or 
ectopic thyroids, congenital or metastatic, 
but that they do exist and may cause symp- 
toms of hyperthyroidism, which may react 
to the detriment of the patient and to the 
confusion of the surgeon. 

I have found no record of a case corre- 
sponding to the following: A patient with 
a palpable neck goiter and typical thyro- 
toxicosis: subtotal thyroidectomy, followed 
by freedom from all symptoms for several 
years; then a recurrence of definite thyro- 
toxic symptoms, but with no recurrence of 
the neck tumor; and finally, the finding of 
hyperplastic thyroid tissue in an ovarian 
tumor, with the disappearance of the symp- 
toms of hyperthyroidism following its re- 
moval. 
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Case Report 


Miss S. H., referred by Dr. E. S. Horine, 
of Maywood, Illinois, age 30, a telephone 
operator, entered Wesley Memorial Hospi- 
tal on February 10, 1929, with an enlarge- 


Figure 1.—Typical thyroid tissue taken from a der- 
moid cyst of the ovary. Some acini are distended with 
colloid; others are collapsed from encroachment on 
their lumina by hyperplastic epithelium. Numerous 
papillary projections from the acinar walls are seen. 
The peripher al vacuolization of the colloid, mentioned 
by Dr. Strauser, is well shown in this picture. 


ment of the thyroid gland and a typical 
history and findings of hyperthyroidism: 
“Nervousness, weakness, shortness of 
breath, ease of perspiration, intolerance of 
heat, palpitation of the heart, and con- 
stantly on the verge of tears.” Her weight 
was 124 pounds and the basal metabolic rate 
was plus 39, dropping to plus 11 with con- 
ditioning treatment. 

A diagnosis of toxic adenoma was made 
and subtotal thyroidectomy performed. She 
made an uneventful recovery, leaving the 
hospital on the fourth postoperative day. 
She was seen several times afterward, the 
last time being in 1935. She gained weight 
rapidly after the operation, reaching and 
maintaining 160 pounds, and during this 
time showed no recurrence of her hyper- 
thyroid symptoms. 

On February 27, 1938, she was again 
sent into Wesley Hospital, this time com- 
plaining of severe pain and tenderness in 
the pelvic abdomen, with pain referred to 
the upper right abdominal region and to 
the right shoulder. She was noticeably 
thinner than when last seen. On both ab- 
dominal and bimanual examinations, a 
large mass was palpable, extending from 
the pubis to the umbilicus, immovable, and 
extremely tender. Her temperature was 
99° F.; pulse, 100; and respirations 20. 
There was slight vaginal bleeding. The 
erythrocytes were 3,910,000; the hemo- 
globin, 11.4 Gm. (68 percent); there were 
11,600 leukocytes, with 56 percent neutro- 
philes, 3 percent eosinophiles, 38 percent 
lymphocytes, and 3 percent large monocytes. 
Her Wassermann and Kahn tests were 
negative. 

Operation revealed large, bilateral, poly- 
cystic ovaries; multiple fibromyomas of 
the uterus; uhentin, bilateral salpingitis; 
and multiple adhesions. (These findings 
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were confirmed by the pathologist, Dr. E. 
R. Strauser). Bilateral salpingectomy, 
ovariectomy, and supra-cervical hysterec- 
tomy were performed. 

In addition the pathologist reported: 
“The right ovary contains numerous cysts, 
ranging from 5 mm. to 8 cm. in diameter. 
Most of these are simple cysts, but two, 
measuring, respectively, 3 x 2 x 1.5 cm. 
and 3 x 1.5 x 1.5 cm., contain dermal ele- 
ments and are filled with butter-like mate- 
rial. Intimately attached to these two cysts 
is a large mass of thyroid tissue, measur- 
ing 5.5 x 4.5 x 4 em. Microscopically this 
portion is composed of typical thyroid tis- 
sue, with irregular acini of various sizes, 


Figure 2.—Another section from the same tumor 
shown in Figure 1. Nearly the entire upper half of 
this photomicrograph is taken up with a corpus albi- 
cans; the left lower portion shows definite hyperplasia 
of thyroid tissue; and the lower right corner a large 
thyroid acinus distended with colloid. 


the largest of which are filled with colloid 
(Figures 1 and 2). There are numerous 
papillary projections from the walls into 
the lumina of the acini. The colloid shows 
peripheral vacuolization and a few of the 
larger acini contain large phagocytic mono- 
cytes, filled with what appears to be fat. 
Diagnosis: Hyperplastic thyroid of the 
ovary.” 

In the light of these findings, the patient 
was questioned more particularly as to a 
recurrence of hyperthyroid symptoms. She 
stated that she had progressively lost 
weight for the past two years, dropping 
from 160 to 120% pounds; that she had 
spells of palpitation of the heart, had be- 
come very nervous, and, in fact, had been 
feeling much as she had felt before her 
goiter operation in 1929. 


It would have been exceedingly interest- 
ing to have had a basal metabolic rate read- 
ing preoperatively, but her pelvic symptoms 
so thoroughly overshadowed all others that 
a possible thyroid condition was not inves- 
tigated, her loss of weight being attributed 
to her pelvic trouble. The basal metabolic 
rate on March 28, just four weeks after 
the pelvic operation, was minus 9.5 per- 
cent. On August 27 a second reading 
showed minus 2.2 percent, with the pulse 
rate ranging between 58 and 66. She re- 
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ported, at this time, that her “nervousness” 
and “palpitation” had entirely disappeared. 
Physical examination failed to reveal any 
of the usual signs of thyrotoxicosis. 


Comment 


It is interesting to speculate as to what 
might have happened if this patient had 
had only this small _ thyroid-containing 
tumor of the ovary, without the complicat- 
ing mass of simple cysts, fibroids, and sal- 
pingitis. Her pelvis then might have been 
symptom-free, and she might have pre- 
sented herself complaining only of the re- 
currence of her “goiter” symptoms. An 
examination would have confirmed these 
symptoms, with findings of hyperthyroid 
manifestations; her basal metabolic rate 
would undoubtedly have been increased; 
and, even though there was no palpable 
thyroid in the neck, it might have been 
surgically explored—uselessly! 


Summary and Conclusions 


1.—One case of “ovarian goiter” is added 
to the literature. 

2.—The possibility of hyperactive ectop- 
ic thyroid tissue, in cases of uncured or 
recurring thyrotoxicosis following  thy- 
roidectomy, is suggested by the findings re- 
ported. 


Insulin in Surgery 


113 


3.—Since a likely location for such ectop- 
ic thyroid is in the ovary, a thorough pelvic 
examination should be made in all cases of 
hyperthyroidism in women, especially in 
those without palpable neck goiters and in 
those whom thyroidectomy has failed to 
cure. If ovarian tumors are found, their 
removal might correct the hyperthyroid 
symptoms. 

I wish to thank Dr. E. R. Strauser, head 
of the department of pathology of Wesley 
Memorial Hospital, for his cheerful cooper- 
ation, his thorough study of the pathologic 
material, and his painstaking selection of 
sites in the microscopic sections for micro- 
photography. 
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Insulin in Surgery 


By 
Henry C. ScuHo.er, M.D., Monmouth, III. 


ITHOUT discussing the underlying 

changes which are thought to take 
place in infections, it is desirable to em- 
phasize the value of insulin in promoting 
healing in suppurating wounds. 

Ersner and Pressman’ reported a series 
of cases of postoperative mastoiditis where 
healing was delayed, accompanied by a per- 
sistent discharge exuding from a fistulous 
tract or a small cavity in the operative 
wound. The authors were at a loss to ac- 
count for the persistent drainage and be- 
lieved that the cause was not entirely local, 
perhaps being bound up in some way with 
the intrinsic powers of resistance to in- 
fection and the processes of healing. It 
was considered desirable that measures be 
adopted to promote the appetite, stimulate 
metabolism, combat anemia, relieve acidosis, 
if present, and improve the general physi- 
cal condition, and administered insulin only 
as an adjuvant to the general treatment, 
usually starting with doses of 3 units, which 


were increased or not, depending upon the 
patient’s reaction. A series of 7 cases was 
reported, in which there was noted a rapid 
decrease in drainage, formation of new 
granulations, and complete healing. 

In Barbour’s’ series of 40 cases, 38 of 
which were benefited, 23 of them had ac- 
companying infectious conditions, which 
were improved. Gunn* reports good results 
in a case of osteomyelitis, treated with in- 
sulin and cod-liver oil, without operation. 

Bartle‘ reported a case of gangrene fol- 
lowing a crushing injury of two toes, which 
later necessitated amputation of the foot. 
The blood sugar was found to be 260 mg. 
percent, but there was no glycosuria. This 
patient received 35 units of insulin daily, 
divided into three doses. The wound im- 
proved about the seventh day, and at the 
end of two weeks the insulin was reduced 
about one-fourth. 

Another interesting surgical case was 
reported, a severe burn of the entire chest 
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and arms, followed by the grafting of 100 
square inches of skin. The graft did not 
appear healthy, especially peripherally. A 
blood-sugar determination showed a con- 
centration of 190 mg. percent. He was 
placed on a 1000 calorie diet, high in pro- 
tein, and 20 units of insulin, divided into 
three doses, were given daily. After five 
days the skin graft and the wound ap- 
peared to have a better color. At the end 
of ten days the blood sugar had dropped 
to 125 mg. and nearly all the graft had 
taken. 

Beale® describes a case of traumatic in- 
jury of the left breast, treated with insulin. 
The patient was injured in an automobile 
accident on February 2, 1932. When first 
seen, on February 3, the breast was tense 
and purple. Its appearance suggested that 
it was filled almost entirely by a blood clot. 
The upper arm was also firm and deeply 
discolored. Insulin was given, in 3-unit 
doses, almost every day until March 30, 
when the breast appeared normal. A con- 
sultant stated that, at least, an abscess had 
been prevented. 


Insulin in Fractures 


An interesting study was made by Stuck’ 
of the influence of insulin upon the heal- 
ing of experimental fractures. Two groups 
of 15 rabbits each were used in this ex- 
periment. The fibulas of all rabbits were 
fractured with a hemostat after osteotomy. 
The rabbits in the first group were not 
given insulin, while each of the second 
group received 1.5 units per Kg. of body- 
weight. At stated intervals rabbits were 
taken from each group and killed, histo- 
logical studies being made at the site of 
the fracture. 

The fractures examined between the sec- 
ond and fourth weeks after the operation 
showed, in most instances, a tendency to 
more advanced healing in those that re- 
ceived insulin. Since it is at this period 
that calcification of the provisional callus 
takes place, Stuck was led to believe that 
insulin aids in the transformation of callus 
to new bone. This acceleration was entire- 
ly microscopic and its effect on the ultimate 
outcome of union was almost negligible. 

It is known that insulin lowers the inor- 
ganic phosphorous content of the blood 
plasma and increases the urinary output. 
It has also been observed that there is a 
marked rise in the calcium content of the 
serum after insulin treatment, though it 
lasts only a few hours. Consequently, pro- 
found alterations of the blood are pro- 
duced. It is concluded, however, that the 
phenomenon associated with the healing of 
fractures is entirely local. Further study 
should be made of this problem, to ascer- 
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tain if insulin may be used advantageously 
in cases where union is retarded. 

Bartle* reported the case of a longshore- 
man who suffered a compound comminuted 
fracture of the tibia and fibula of his left 
leg. Much bony tissue had to be sacrificed 
and great difficulty was encountered in 
placing the fragments in proper alignment. 
After six weeks it was discovered that he 
had a blood-sugar reading of 200 mg. per- 
cent, and he was given 40 units of insulin 
daily. There was little improvement for 
two weeks, when the granulation tissue, 
which had caused so much trouble, began 
to disappear and the entire wound began 
to heal satisfactorily. 


Insulin in Shock 


Five (5) cases of surgical shock were re- 
ported by Fisher and Mensing,' in which a 
10-percent dextrose solution, given intra- 
venously, and insulin, given subcutaneously, 
caused a cessation of the typical clinical 
symptoms of surgical shock. They con- 
sidered the method more rapid and more 
certain than any other treatment which 
had been tried. From 500 to 1,000 cc. of 
a sterile dextrose solution was given, de- 
pending upon the condition of the patient, 
at a very slow rate (at least an hour should 
be consumed in the administration, and 
preferably a longer time). One unit of 
insulin was given for every 2 or 3 grams 
of dextrose injected, the total amount of 
insulin used being divided into two equal 
doses, the first being injected five minutes 
after the beginning of the dextrose injec- 
tion, and the remainder after all the 
dextrose has been received. As long as 
glycosuria exists, there is no danger of 
hypoglycemia. Podgett and Orr, mentioned 
by Wenger,* found identical results in the 
treatment of experimental shock with dex- 
trose solutions, whether insulin was added 
or not. 


Owing to the uncertainty which still 
exists concerning the etiology of shock, 
it is not surprising that an agreement on 
treatment has never been reached. For 
example, Clendening® believes that the best 
drug of all is epinephrin, which should be 
administered intravenously to combat low 
blood pressure, while Wenger* states that 
this drug is contraindicated. 


It is generally agreed that in shock the 
total amount of circulating blood is dimin- 
ished (Mann” was the first to demonstrate 
this with his experiments). Erlanger” and 
his associates found vasoconstriction in all 
types of experimental shock which they 
studied, and were able to demonstrate a 
decrease in the quantity of circulating blood 
by the injection of rather large doses of 
epinephrin continuously, over half-hour 
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periods. Cannon” proved that hyperactiv- 
ity of the sympatho-adrenal system was the 
primary condition for bringing about the 
reduced amount of circulating blood, sub- 
sequently causing lowered blood pressure. 

The theory of suprarenal exhaustion” 
would explain the apparent benefit derived, 
in some cases of shock, from the injection 
of epinephrin. Short,“ however, by a very 
delicate test, showed that the epinephrin 
content of glands from fatal cases of shock 
was not greatly reduced. Mann,” also, as- 
serts that suprarenalectomy does not pro- 
duce shock.” 

More recently, Cannon” emphasized the 
fact that, when certain tissue extracts are 
injected, the blood pressure falls. He be- 
lieves the possibility exists that certain 
substances of a toxic nature, which will 
produce shock, may be absorbed from dead 
or dying tissues. 

Other theories, such as the “acapnia” 
theory of Henderson; the nervous exhaus- 
tion theory of Crile; and the theory of 
paralysis of the vasomotor center, find no 
general acceptance. 

It is difficult to state, with the evidence 
accumulated to date, just what part insulin 
may eventually play in the treatment of 
shock. Insulin is a natuaral antagonist of 
epinephrin, so, if shock results from the 
hyperactivity of the sympatho-adrenal sys- 
tem, it may be indicated. On the other 
hand, Klemperer and Strisoever” report 8 
cases of hypertension, in which blood pres- 
sure was reduced, the maximum decrease 
ranging between 5 and 39 percent. In 
shock, low blood pressure already exists. 
Mosenthal,”* however, does not believe that 
this is of very common occurrence, and 
points out that the vigorous use of insulin, 
resulting in hypoglycemia and coma, in- 
creases blood pressure. Wilder” has shown 
that the blood pressure in the coma of 
hypoglycemia is usually sharply elevated 
during insulin reactions. This evidence 
suggests that the suprarenal glands may 
be concerned with hypertension. 

Insulin may be of value in helping to 
maintain endocrine equilibrium. Beale” 
expresses it as follows: “Insulin is a prod- 
uct of one of the important glands of the 
vegetative mechanism and appears to be 
its great regulator.” 

Insulin and dextrose could not be ex- 
pected to replace transfusion, when the 
latter is indicated following severe hemor- 
rhage. However, in shock the blood pres- 
sure is low, the circulation defective, the 
blood sugar elevated, and the alkali re- 
serve diminished,” though no acetone bod- 
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ies are found in the urine. The anoxemia” 
resulting from deficient circulation would 
suggest the usefulness of insulin, as would 
also the elevated blood sugar. The use 
of dextrose in solution would aid in 
elevating the blood pressure and provid- 
ing increased fluid. The patient should 
be kept warm, to counteract the vaso- 
constrictive action of cold, and morphine 
should be administered to control pain. 
These measures tend to reduce the ex- 
cessive activity of the sympatho-adrenal 
system, which is stimulated by emotional 
shock, pain, cold, asphyxia, hemorrhage, 
and low blood pressure’. Fisher and Men- 
sing™ attribute the value of insulin and 
dextrose in shock to the increased circulat- 
ing fluid, the rapid oxidation of the dex- 
trose, and the heat energy of oxidation 
which is given off to the cells. 
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The Treatment of Abseesses 


(Modern Methods in General Practice) 


By 
D.N.B., Clarion, lowa 


R. L. Gorre.i, M.D., 


E still have a long way to go, as far 

as rational treatment of pyogenic in- 
fections is concerned. Especially is this 
true concerning methods of prevention and 
early treatment; although, now that we 
know that the commonest pus producer 
also produces a toxin, against which anti- 
bodies may be developed, the use of staphy- 
lococcus toxoid and antitoxin may change 
our views on this point. 

The axiom, “Where there is pus, let it 
out,” is as true now as it was 100 or 1,000 
years ago. Possibly the years to come will 
witness the gradual disappearance of “pus” 
cases, as the years just past have seen the 
end of the practice of encouraging “lauda- 
ble” pus. We then will not encourage sup- 
puration so that surgical measures for 
drainage may be undertaken, but rather 
will defeat the invasion with antitoxin, con- 
valescent serum, transfusions of unaltered 
blood, and possibly a drug which is as effec- 
tive against staphylococci as sulfanilamide 
is against streptococci. 


Relief of Pain 


Shifting our vision from the future to 
the patient entering our office, we find that 
he comes to us primarily for relief of pain. 
Recent investigations reveal that pain is, 
itself, a cause of disability and delayed 
healing, so that we have two reasons for 
relieving pain. 

Before suppuration has occurred, pain 
may be relieved by: (1) immobilization; 
(2) heat; (3) application of ointments; (4) 
roentgen-ray therapy; (5) tin medication; 
(6) injections of staphylococcus antitoxin; 
(7) analgesics; and (8) rest in bed. 

Immobilization relieves pain and as- 
sists nature to combat the infection. Rest 
in bed, with elevation of the affected ex- 
tremity, is the ideal treatment for deep in- 
fections and for lymphangitis of the 
extremities. Splinting of a finger, with an 
applicator or tongue depressor splint, will 
often cause pain to disappear. The arm 
may be supported with a wire splint. 

Wangensteen has recently reported a 
series of cases of severe infections, which 
pain and which did not 
respond to treatment until the part was 
encased in a plaster cast. The cast was ex- 
tended around the body, so that the extrem- 
ity could not be moved. When applying 
such a cast to the arm, that limb was kept 
abducted at the shoulder and the forearm 


caused severe 


raised, so that the entire arm was elevated, 
whether the patient was lying down or 
sitting up. Severe infections, which ordi- 
narily might have necessitated amputation, 
began to improve as soon as the part was 
put at rest. 

An early carbuncle of the neck may be 
treated by applying a plaster collar, which 
encircles the neck and shoulders. As in 
all these types of casts, a window is cut 
out over the lesion, to allow for the ap- 
plication of infrared rays and dressings, 
or for surgical incision. 

Heat is the next most valuable remedy 
we possess. It may be applied anywhere, 
in home or hospital, by the use of hot 
boric-acid packs. The technic is not dif- 
ficult for the average housewife, if she 
remembers that: (1) the hot boric acid 
solution must be applied every twenty 
or thirty minutes for the first four hours, 
and every hour, at least, thereafter; (2) 
everything must be boiled before use; (3) 
her hands should be washed before each 
application; (4) a large turkish towel 
or a small, clean blanket should be wrapped 
around the part after applying the hot 
boric acid solution, and a hot water bot- 
tle added, which is, in turn, surrounded 
by a heavy towel. The infected area has 
been previously dressed, by the physician, 
with an abundance of sterile gauze, which 
is not changed by the housewife. The pa- 
tient should be reclining comfortably and 
the arm or leg elevated on pillows, which 
are protected by rubber sheeting, oiled 
silk, or many layers of newspapers. 

An easier, cleaner method is the use 
of infrared rays or a luminous lamp. In- 
frared rays may be directed on the lesion 
for 30 minutes two or three times daily. 
The effect should be soothing. If pain re- 
sults, move the lamp farther away. An 
ordinary electric bathroom heater with a 
reflector works very well for this treat- 
ment. 


Ointments, which are popularly  sup- 
posed to hasten “pus” formation, are us- 
ually composed of one percent phenol, ten 
percent fluid extract of ergot, zine oxide, 
and other antiphlogistic ingredients. It 
is my impression that these ointments re- 
sult in considerable maceration of the skin. 
In reviewing a series of cases in which 
ointment was used, as contrasted with the 
use of heat, the latter seemed to relieve 
pain better and resulted in quicker heal- 
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ing of the abscess. The commercial cata- 
plasm of Kaolin possesses all the virtues 
of the ointments (and some others), with 
few or none of their disadvantages. 

It must be remembered that any oint- 
ment seals in the local heat (intensified 
in such cases by the local inflammation) 
and thus again we are treating with heat. 
Fever therapy has not, as far as I know, 
been used specifically in the treatment of 
carbuncles and abscesses, but it might 
prove of great value. 

Ochsner suggests that the surface of the 
lesion be swabbed with pure phenol, which 
relieves pain and decreases inflammation. 

Roentgen-ray therapy, when applied in 
the small doses needed (as contrasted to 
the large doses used in the treatment of 
neoplasms), often relieves pain with- 
in a few hours. The lesion subsides or 
suppuration is encouraged, depending up- 
on the stage of inflammation which had 
been reached before treatment was begun. 
There is, as yet, no general agreement 
among radiologists as to the rationale 
or physiologic results of irradiation. 

Tin medication, alone or combined with 
yeast, has been commonly employed in the 
treatment of staphylococcic infections, in- 
cluding boils, carbuncles, and even osteo- 
myelitis. It is very difficult to evaluate, 
as far as its action on one lesion is con- 
cerned because there are so many variables 
to be considered—resistance of the individ- 
ual, extent of bacterial invasion, stage of 
inflammation—but it is of unquestioned 
benefit in the treatment of a series of boils 
or furuncles. Patients will return and ask 
for the same type of medication that worked 
so well in previous years. I have employed 
Stannoxyl tablets, in doses of from 4 to 
10 daily, with very satisfactory results. 

Staphylococcus antitoxin is a valuable 
agent, if the lesion is caused by this organ- 
ism. These clinical points should be kept 
in mind: (1) Most boils and abscesses are 
caused by staphylococci; (2) non-localized 
infections are more commonly caused by 
streptococci; (3) abscesses near the rectum 
are often associated with B. coli, against 
which the antitoxin has no effect. 

It has been so firmly pounded into our 
minds that only a few bacteria produce a 
toxin which can be spread through the 
body, without the organisms themselves 
escaping from one localized point, that it 
seems difficult to unlearn and to under- 
stand that the staphylococcus does produce 
a toxin, just as the organism causing diph- 
theria has long been known to do. When 


high concentrations of staphylococcus anti- 
toxin become widely used, the surgeon will 
find less and less commonly the thick, yel- 
low pus which it causes, and early lesions 
will be aborted. 





Treatment of Abscesses 


Analgesics: The combination of a sed- 
ative, such as phenobarbital (% gr.) or 
Nembutal (% gr.), with Aspirin—acetosal 
—(5 gr.) or amidopyrine (3 to 5 gr.), 
furnishes an effective analgesic. Codeine 
(% gr.) with acetosal (5 gr.) is almost 
as pain-relieving as morphine and does not 
produce the dullness and anorexia caused 
by the latter. 


Surgical Treatment 


When should an abscess be opened? This 
question may be answered categorically, 
by saying that it should be opened only 
when nature has localized the infective 
process by a “pyogenic membrane,” so that 
incision will not spread the infection. There 
are a few exceptions to this general rule, 
which may be summarized thus: 


(1) A 
peritonsillar or retropharyngeal abscess 
may be carefully opened before sup- 


puration has fully occurred, if respiratory 
distress appears; (2) if the patient is de- 
bilitated, excision of the abscess or car- 
buncle, in its entirety, will spare him pain 
and the systemic effects of infection; (3) 
deep abscesses of the neck are opened, by 
certain surgeons, as soon as it is felt that 
pus may be anywhere in the tissues of the 
neck (Barnhill, of the Division of Head 
Surgery at the University of Indiana), 
while others (Figi, of the Mayo Clinic) 
carry out the conservative treatment of 
rest and heat, fluids and adequate nutri- 
tion, until definite induration and even 
fluctuation are perceptible. 

Anesthesia: The time-honored spray of 
ethyl chloride is simple and ineffective. Ac- 
curate surgery cannot be carried out on 
frozen tissues. There is rarely complete 
relief of pain during the procedure and 
definite distress is experienced afterwards, 
while the tissues are regaining their natu- 
ral warmth. It has recently been suggested 
that the lesion be picked up with a sterile 
towel forceps while being incised, so that no 
pressure will be made on the deeper, un- 
anesthetized structures. Before plunging 
the points of the forceps into the patient, 
is is highly advisable to cover his eyes 
well, or the therapeutic problem will be 
solved by the sudden departure of the pa- 
tient. 

Nembutal or some other quick-acting 
sedative will often furnish sufficient re- 
laxation for incision of abscesses and ear 
drums. If it is at all difficult to see the 
drum, or if the child does not keep perfect- 
ly still, it is better to resort to general an- 
esthesia for myringotomy, because of the 
dangers of middle-ear injury while passing 
a knife through the drum of a restless 
child. It must not be forgotten than an ear 
drum should be incised, not merely punc- 
tured, if thick pus is to be released. 
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The application of 5-percent phenol 
(“the opium of the skin’) on a boil or ab- 
scess will produce sufficient analgesia for 
incision of superficial abscesses. This meth- 
od is especially valuable for use on the 
scalp or sole of the foot, where the tough- 
ness of the integument makes injection 
painful. 

Novocain (procaine) may be _ injected 
into normal tissues to one side of the ab- 
scess, and then continued directly over the 
center of the lesion. If the injection is made 
slowly and gently, with a 26-gage needle 
and the use of 2-percent procaine, very 
satisfactory local anesthesia has been ob- 
tained for incision and drainage of axillary 
abscesses, cervical and inguinal abscesses 
due to infected lymph nodes, and for boils. 

Infections around the tips of the fingers, 
such as felons, paronychia, and tendon in- 
fections, may be handled by blocking the 
nerves at the base of the finger with 2-per- 
cent procaine which does not contain epine- 
phrin (because of possible danger of cir- 
culatory stasis and gangrene). Two (2) 
cc. are injected on each side of the finger 
at its base; then the infiltration is extended 
around the anterior and posterior surfaces 
of the finger, forming a complete circle. 

Infections of the hand are easily opened 
without pain if the ulnar and median nerves 
are blocked at the wrist and the wrist en- 
circled with superficial infiltration wheals. 

General anesthesia is to be preferred if 
the lesion is extensive or deeply placed, or 
if the patient is hypersensitive. The amount 
of anesthetic required may be much dimin- 
ished by premedication with barbiturates 
or morphine. 

Heat has some analgesic effect. An in- 
frared or luminous lamp may be applied 
for fifteen minutes preceding incision. 

Nupercaine is an efficient local anesthetic, 
which is effective both topically, on mucous 
membranes, and by injection. The anes- 
thesia lasts much longer than does that 
produced by Novocain or procaine. For 
use on mucous membranes, it may be re- 
inforced by the addition of a few crystals 
of cocaine, if a quick anesthesia is desired 
for the incision of a peritonsillar abscess. 

Types of incision: (1) A cross-shaped 
(crucial) incision is ordinarily adequate, 
if the pus is quite near the surface; (2) 
if the pus is thick, a circular section of skin 
should be removed from the center of the 
fluctuant area, so that the skin flaps cannot 
become adherent and prevent free drainage. 
This procedure has been advocated by Con- 
tinental surgeons for years. It is of especial 
value in the treatment of ischiorectal ab- 
scesses. The largest possible amount of skin 
should be removed from over the center of 
the abscess (“unroofing” the abscess) and 
healing encouraged from the bottom. This 
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step often prevents the later appearance of 
an anal fistula, which is otherwise almost 
inevitable. 


Hilton’s method of opening should be 
practiced if the abscess is in a deep struc- 
ture, as in the neck or groin. An incision 
is made through the skin, subcutaneous tis- 
sue, and just into the deep fascia, with a 
scalpel; a grooved director is introduced 
into the center of the abscess; when pus 
appears, a closed hemostat is forced along 
the director into the abscess, and the blades 
are separated and withdrawn, thus tearing 
open a passage into the abscess cavity; a 
rubber tube is put down to the bottom of 
the cavity. This is the safest method of 
opening an abscess which is in the neigh- 
borhood of important arteries, veins, and 
nerves. 


If incision has been made and an infected 
gland has been found which has not broken 
down, it may be removed completely, by 
careful dissection, and the patient saved 
the discomfort of abscess formation. 


A carbuncle, which has not yet invaded 
the skin, may be removed by making a su- 
perficial crucial incision and undercutting 
the flaps. The infected mass is then re- 
moved in one piece, by incising all around 
it in healthy tissue. 


A fully developed carbuncle may be ex- 
cised with the overlying skin, or may be 
incised by the method of Kanavel. Crucial 
incisions are carried well into the healthy 
tissue (an abscess should never be opened 
into healthy tissue) and the flaps under- 
cut and packed with gauze, which is grad- 
ually shortened each day thereafter. Pain 
is quickly relieved by either method. Heal- 
ing is quicker with Kanavel’s method, which 
scrupulously refrains from removing any 
skin, no matter how necrotic it may appear, 
as sloughing usually does not occur. 


A hot cautery point or the electrode of 
an electrosurgical or surgical diathermy 
apparatus may be used for opening an ab- 
scess, with the advantage that it will not 
spread infection and that bleeding will be 
minimized. At times, such a _ procedure 
seems to sterilize an abscess. If an in- 
fected Bartholin’s gland is opened in this 
way, and a hot ball point revolved inside 
the abscess cavity, the patient will usually 
be spared the development of a Bartholin’s 
cyst. 

Before opening a boil, it is advantageous 
to cover the surrounding skin with 5-per- 
cent ammoniated mercury ointment so that 
a group of secondary furuncles will not 
appear. 

To rhyme words, as a mnemonic trick, 
drain means pain. A drain should be used 
only in deep abscesses. A drain is a foreign 
body and tissues do not heal kindly around 
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it. More granulation tissue is produced 
and the scar is larger and uglier. If it is 
feared that the skin flaps will heal together 
too soon, they may be kept apart for from 
24 to 48 hours by a small strip of rubber 
sheeting. 


Pancreatic Enzyme Test 
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Edwenil and other antibacterial agents 
may be used, with excellent results, in 
hastening the healing process. 


227 First Ave., N.E. 


A Simple Test for Panereatie 
Enzymes in the Blood 


By 


A. W. R. Turet, Px.D., Los Angeles, Calif. 


T IS believed that the estimation of the 

amylolytic power of the blood-serum 
gives an indication of the capacity of the 
blood to destroy by digestion certain toxic 
wastes, as well as the efficacy of the pan- 
creas in maintaining the supply of these 
enzymes. 

Studies of the  blood-serum-enzyme 
(B.S.E.) values in many cases of chronic 
toxemia have shown a relation between a 
low B.S.E. titer and apparent inability to 
destroy protein substances that complicate 
allergy, asthma, hypertension, and certain 
infectious processes. My own work and that 
of my associates has been concerned espe- 
cially with syphilis, and more particularly 
the highly resistant or Wassermann-fast 
types. Already we have accumulated quite 
a volume of data, which we purpose to pub- 
lish later. 


During the past two years, we have had 
an extensive experience in determining the 
B.S.E. index by the Oelgoetz method, and 
to date have tested well over 1,000 blood 
samples. The micro-modification of the 
Oelgoetz test has been followed in over 100 
specimens. In the course of this work we 
have developed a test which, in our estima- 
tion, is somewhat easier to perform than 
the Oelgoetz test and is fully as accurate. 
It has the added advantage of being much 


less time-consuming and, too, the findings. 


are somewhat easier to interpret. 

In following the micro method for deter- 
mining blood diastase, we found that the 
amount used was too small for accuracy, 
for a single drop of blood was far too 
liable to error during the mixing. The re- 
sults of different tests, performed on the 
same patient during the same day, varied 
considerably, and from our experience the 
reading of the micrometric test was often 
none too simple. 

More than 120 tests have been made by 
our new method, and a comparison of it 


with former methods emphasizes particu- 
larly the saving of the total time elapsed. 
The new test also obviates the variability 
in the B.S.E. titer that has been reported 
by some other investigators. 

We have found that it is of the utmost 
importance to centrifuge the blood after 
withdrawal and to run the test as soon as 
possible, with the fresh serum. Samples of 
serum that have been kept over night often 
show as much as 20 percent reduction in 
pancreatic enzymes. Incidentally, it was 
noted that whole blood consistently showed 
an even greater loss than centrifuged serum 
alone. 

In checking the accuracy of this pro- 
cedure it was found that, where one sample 
of whole blood was mixed with distilled 
water, and another mixed immediately with 
starch solution and saline solution, the lat- 
ter sample showed fairly consistently a 
much higher starch digestion than the for- 
mer, even when the test on the former was 
performed within one or two hours. 

We have yet to find any great discrepan- 
cies in the results obtained with our test. 
Patients showing a low B.S.E. level respond 
unusually well to pancreas medication, and 
the results of such tests check very closely 
with the clinical improvement. 


The Test 
Equipment: 
8 Wassermann-test tubes* 
1 Small test-tube stand 
1 Hemopipette, graduated in 0.1 ce. 
Incubator 
Reagents: 
1% Soluble starch sol. (Riedel) 
Gram’s iodine sol. 
Physiologie saline sol. 
Distilled water 
Procedure: 
Set up 8 small Wassermann tubes. 
*It 1s an advantage to have these tubes graduated 


at the 2 cc. mark, and also at the 4 cc. mark; ice., 
three-fourths full. 
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In each tube, put 0.1 cc. of fresh blood- 
serum as soon as possible after withdrawal. 
It is an advantage to use the centrifuge. 

A warning must be inserted here that in 
taking the blood from the patient for this 
test it is necessary to use an absolutely dry 
hypodermic syringe. Even a small amount 
of moisture in the syringe will cause a cer- 
tain laking of the red blood-cells and will 
interfere with the accuracy of the color 
reaction. It is, therefore, desirable that an 
absolutely dry syringe be used for this pur- 
pose. 

Number or arrange the tubes as below. 
Add 1-percent soluble starch solution (Ried- 
el) to each tube’ in the following amounts 
(in cubic centimeters) : 

[Tube No. 1/2|/3|/4/5 16/7 1/8 | 
ce. 0.8|0.7|0.6|0.5 |0.4/0.3|0.2|0.1 

Fill all the tubes up to the 2 cc. mark with 
saline solution. Place the tubes in an incu- 
bator or waterbath at 39°C. for one hour. 
If no incubator is available, a waterbath 
that is kept at this temperature offers a 
fairly good substitute. The temperature 
must be watched, however, and not allowed 
to vary too much from the optimum of 39°C. 

Then remove the tubes from the incubator 
and into all of them pour distilled water 
to the 4 cc. mark, so as to make them three- 
fourths full; carefully add just one drop of 
Gram’s iodine solution to each tube; invert 
once, and read immediately, as even small 
amounts of iodine interfere with enzyme ac- 
tion. 

Readings: 

Normally, tubes Nos. 1, 2, and 3 will be 
colored blue by the iodine-starch combina- 
tion. Tube No. 4 usually shows only a trace 
of blue, being mainly brown. Tubes Nos. 
5, 6, 7, and 8 are brown. Thus the findings 
will be: 

Tube No. 3 blue, No. 4 brown — B.S.E. 

index normal 

Tube No. 4 blue, No. 5 brown — B.S.E. 

index diminished 20 percent 





tIt will be noted that this is the reverse of the 
Oelgoetz process, in which standard amounts of a 
special starch reagent are added to varying amounts 
of the serum to be tested. 
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Tube No. 5 blue, No. 6 brown — B.S.E. 
index diminished 40 percent 


Tube No. 6 blue, No. 7 brown — B.S.E. 

index diminished 60 percent 

Tube No. 7 blue, No. 8 brown — B.S.E. 

index diminished 80 percent 

All tubes blue 

enzymes practically absent 

For those who are familiar with the usu- 
al method of reading the Oelgoetz test, the 
foregoing readings may be interpreted as 
follows: 

B.S.E. indices diminished 20, 40, 60, and 
80 percent, roughly correspond with Oel- 
goetz’ minus 1, minus 2, minus 3, and minus 
4. Thus the following table facilitates com- 
parisons between the older and newer meth- 
ods. 


— B.S.E. 


COMPARATIVE READINGS WITH THE THIEL 
AND OELGOETZ TESTS 


Serum- Oelgoetz 
Starch 
Dilutions 

I: No. 2 Blue 

I: Yo. 3 Blue—No. 4 brown 

1 Yo. 4 Blue—No. 5 brown 

1: . § Blue—No. 6 brown 
z: No. 6 Blue—No. 7 brown 
a: 
I: 


Thiel 
Percentage 


Color nies 
Reaction | Comparison 
Normal | Normal 
Normal | Normal 
—20% —I 
—40N% —2 
—b60% —_ 
—80% = 


. 7 Blue—No. 8 brown 
Absent ° 


tubes Blue 


This new method is much quicker than 
the Oelgoetz test—about one hour, as com- 
pared with twenty-four hours—and the 
readings can be taken more easily, making 
the test more reliable. There are no tech- 
nical difficulties in performing the test, but 
it is essential that the readings be made 
immediately after the Gram’s iodine is ad- 
ded—always within five minutes. 
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A COLLEGE EDUCATION 


It is not the purpose of a liberal arts education to provide one 
for making a living, but to make living more enjoyable for men of 


vocations. . 


.. A liberal education prepares a man to be flexible, so that 
he can fit himself for whatever kind of work happens to 


e in demand.— 


Dr. R. E. BENNETT, of Northwestern University. 


LIFE IS FUNCTION 
The riders in a race do not stop short when they reach the goal. 


There is a little finishing canter. 


The race is over, but the work is never 


done while the power to work remains. It cannot be, while you still live. 


For to live is to function. 


That is all there is in living —Mr. Justice 


OLIVER WENDELL HOLMES (at age 90). 
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Discussion 


HEORY: An endocrine motor mecha- 
nism for the growth of hair must, a 
priori, be postulated. Whether that pilary 
mechanism is confined to one gland alone, 
or is a function of several, is certainly not 
yet known with any certainty. Some feel 
that the thyroid is the guiding mechanism 
behind the growth of hair; others that the 
sex glands, because of their intimate asso- 
ciation with pubic and body hair growth 
at adolescence, are responsible; still others 
include the adrenal cortex, because of the 
hirsutism that follows adrenal disease so 
frequently. 
Causes of Hair Loss 

Concerning the causes of hair loss in 
cases of alopecia areata and prematura, 
there are as many theories advanced as 
there are writers. I summarize some of 
them: 

1.—Endocrine: (a) Dysfunction of one 
of the glands of internal secretion; (b) dys- 
function of two or more of the glands of 
internal secretion; (c) hyperfunction of 
antagonistic glands. 

2.—Neurotrophic disturbances: (a) Neu- 
ritis; (b) the various neuroses; (c) pro- 
gressive disequilibrium between the sym- 
pathetic and parasympathetic nervous 
systems; (d) nerve degenerations. 

3.—Slowly progressive starvation of the 
hair papillae themselves, from a decreas- 
ing circulation, as in cases of endarteritis. 

4.—Mechanical plugging of the follicles, 
from various causes (seborrhea, hyperkera- 
tosis, steatoides, pityriasis, psoriasis, etc.). 

5.—Bacterial agents: (a) Any and all 
of the presently known organisms; (b) the 
various and protean yeasts. (At this writ- 
ing, Unna’s Pityrosporum ova'e—bottle 
bacillus—is enjoying another wave of com- 
mercially profitable popularity). 

6.—Some even feel that tight hats are 
responsible. 

7.—Toxicoses: (a) Constitutional; (b) 
chemical (such as from the thallium salts). 

It is now my belief: 

1.—That the growth and the health of 


*This is the second and last part of a two-part article. 


the hair (head and body) is dependent upon 
the concerted interaction of secretions from 
the pituitary, the gonads, the thyroid, the 
pineal, the thymus, and the adrenal glands; 
these glands creating, as it were, a har- 
monious endocrine symphony, but with 
the pituitary directing the orchestra, and 
always alert and dictatorial. 

2.—That within the pituitary there exists 
a definite hair hormone, which first actuates 
and subsequently maintains the growth of 
the head hair, lashes, and brows (primary 
hair characteristics). 

3.—That within the sex apparatus (prob- 
ably in the interstitial cells of Leydig) 
there exists a similar hormone or mecha- 
nism, which actuates and subsequently 
maintains the growth of beard, body, and 
pubic hair (secondary hair characteristics). 

4.—That within the sex apparatus there 
also exists an adjunct hair-stimulating 
mechanism, whose influence slowly changes 
the hairs of the brows, the hairs about the 
ears and nostrils, and all hairs surrounding 
other orifices, into vibrissae (guard hairs). 
This action seems to start soon after matu- 
rity and reaches its peak with senescence. 
It would seem that this is a mechanical 
defense mechanism to protect the aging 
individual from the entrance of infection 
through the orifices. The adrenal cortex 
seems to assume a mild synergistic action 
in this phase; and possibly also the thyroid. 

5.—That the pilary mechanism of the pit- 
uitary and that of the gonads are ever 
antagonistic one to the other; and which- 
ever is in supremacy will determine the 
luxuriance of the primary and secondary 
hair growths. 

6.—That the remaining glands (pineal, 
thymus, thyroid, and adrenal cortex) play 
minor réles in hair physiology, some (thy- 
mus and pineal) negative, and others (thy- 
roid and adrenal cortex) adjunct and 
moderately important. The negative actions 
of the pineal and the thymus are shown in 
the “brake” effect these glands exert on the 
sex mechanism. Kidd™ believes that the 
pineal secretion is gradually neutralized 
and then nullified by the genital secretions. 
Foa™ substantiated the same theory with 





122 


Leading 


experiments, removing the pineal glands in 
chicks, after which premature development 
of primary and secondary sex characteris- 
tic took place. 

Clinically, too, one may see the pilary re- 
sults of disease of the pineal. In corpora 
quadrigemina lesions involving the pineal 
gland in pre-adolescents, a syndrome of 
abnormal growth of secondary hair charac- 
teristics is observed, together with abnormal 
development of height, sex glands, sex 
instinct, and mental precocity (Von Franckl- 
Hochwart,™ Biedl,”™ and Odematt”). 

The thymic 
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growing activities; and further, is directly 
responsible for the diameter of the hair 
shafts of both primary and secondary hair 
growths. The sturdiness of the hair, but 
not its growth, is from the thyroid. 

The adrenals play rather a peculiar part 
in the formation of the secondary hair 
growths, and no apparent part whatever 
in primary ones, for it is only in disease 
that we see positive hair changes from 
distorted adrenal physiology. Tumors of 
the gland, before puberty, cause body 
hypertrichosis (but in unusual places), 
adiposity, sex 








~ 
= 
2 


is not quite so 

c lear, but the 

thymic - persist- 

ent (thymo-cen- 

tric) individual 

shaves only once | 
or twice a week, 

has scant body | 
and pubic hair, | 
has good head 

hair without re- | 
cessions, and 

has a translucent | 
skin. Foerster” | . © 

states, “The ces- | ~ 
sation of thymus | 
activity at puber- | 
ty suggests that | 
its internal secre- 
tion is concerned 
in the inhibition 
of sexual devel- 
opment with its 
associated hair 
growth.” 

The thyroid 
gland, on the | 
other hand, seems 
to play a positive | 
role in both head | 
and body hair 
formation. Many 
instances of such | 
influence (Strand- 
berg,™ Lawrence 
and Row e,.” 
Walsh,” Hertoghe," Barrett,” and Starr”) 
are in the literature. And yet, in reviewing 
all these articles, one cannot, but realize 
that the thyroid’s réle in hair physiology is 
not a dominant one. We see hair thinning, 
recessions, and cases of alopecia areata and 
totalis in those with hypothyroidism (Foer- 
ster,” Walsh,” and Janney”) and we see 
exactly the same conditions in hyperthyroid- 
ism (Ayres," Levy-Franckl,” Hyde and 
McEwen,” and Sabouraud”). 

My personal belief is that the thyroid 
gives a physiologically helping hand to 
both the pituitary and gonads, in their hair- 


“brake” influence | 
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lust, and, in the 
female, menstrual 
disturbance (usu- 
ally stopping of 
function). 

Jump” ana- 
lyzed 18 cases of 
tumors of the 
adrenals in chil- 
dren and all had 
an overgrowth 
of pubic hair. 
Schiff and Phil- 
~ wee lips* found pre- 

& cocious puberty 
with excessive 
pubic hair in 
their cases with 
suprarenal 
tumors. 

If, then, we see 
such positive evi- 
dence of adrenal 
support to the 
gonadal hair 
mechanism under 
pathologic cir- 
cumstances, we 
can certainly as- 
sume that the 
same is occur- 
ring, very much 
less violently, un- 
der physiologic 
circumstances be- 
fore puberty, and 
increasing moder- 
ately as adulthood approaches. 
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Mechanism of Hair Growth 


To recapitulate: The hypophysis appears 
to have a mechanism that stimulates the 
growth of hair on the head, brows, and 
lashes. The gonads seem to have a mech- 
anism that stimulates the growth of the 
beard and the body and pubic hair and, 
in later life, helps to change the hair about 
the orifices into vibrissae. The pituitary 
(hair mechanism only), thymus, and pineal 
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have a mechanism inhibiting the gonad 
apparatus. At puberty the sex mechanism 
has thrown off the shackles of the pineal 
and thymus, and has only the antagonism 
of the pituitary to deal with. The pit- 
uitary stimulates the adrenal cortex, and 
the adrenals stimulate the gonads, which, 
in turn, gradually overthrow the dom- 
inance of the pituitary. The thyroid helps 
both the pituitary and the sex gland hair- 
growing mechanism. And the result of it 
all is Homo sapiens, with or without hair. 
The drawing (Fig. 14) illustrates these 
points graphically. 

Let us examine that idea more closely. 
Before puberty, the individual is growing 
rapidly and, in consequence, is naturally 
in a state of pituitary predominance. The 
thymus and pineal are in a state of tem- 
porary flux. The sex mechanism is qui- 
escent, and so is the adrenal cortex. The 
individual has, as a result, a great shock 
of luxuriantly growing and usually un- 
ruly head hair, long lashes, and good 
brows, but fine hair structures. He has 
no pubic, axillary, body hair, or beard, 
excepting, of course, the veriest rudiments 
of lanugo. And, except from pituitary 
disease, there is never, in adolescence, any 
temporal recession or thinning of the head 
hair. 

Then comes the advent of puberty. The 
pituitary receives a challenge from the 
gonads, and the result is an interesting 
struggle. About this time (around the 
age of 16 to 18) we have the perfect hu- 
man hair picture (good, wavy, lustrous 
head hair, without suggestions of any 
recessions of thinnings, and pubic, axillary, 
beard, and beginning body hair of good 
quality). 

But from this age onward, slowly or 
rapidly, depending on the virility of the 
now thoroughly awakened and vigorous 
sex mechanism and the state of health, 
the amounts of primary and _ secondary 
hair growths vary as the shift in predom- 
inance changes from pituitary to gonads. 
The pubic and body hair increases, the 
beard toughens, the axillary hair becomes 
abundant, and the head hair commences 
to thin and recede at the temples. And 
the greater the amount of this secondary 
hair (unless due to adrenal disorders), 
the less the head hair. Thus the totally 
bald man of 45, with only a_ hippocratic 
fringe, is hirsutism itself on the chest, 
pubic areas, body, and beard. 

Of course there are many exceptions 
to this statement, and yet each, if prop- 
erly analyzed, serves to _ corroborate, 
through its pilary pattern, the conflict 
between the two mechanisms; then too, 
there are many off-pattern variations 
that may arise when other endocrine glands 
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(mainly the thyroid, adrenal cortex, thy- 
mus, and pineal) become pathologically 
(not physiologically) involved in the 
struggle. 

The hyperpituitary (six footer) adult, 
who remains lean and lithe and who is 
dark and tans easily from the sun (pressor 
principle synergism), retains his head hair 
long after all of his colleagues not so 
blessed have lost theirs. Concomitantly 
he usually has a scant beard and very 
little hair on his chest. Some of this type 
never lose their head hair and are pink 
and fuzzy-cheeked through life. 

Then there is the preadolescent who 
suffers some form of gonadal accident, 
such as undescended testicles; who is late 
with all of his secondary hair character- 
istics, even when treated with sex hor- 
mone extract; and who usually does not 
have temporal recession, even in later life. 
As a result of trauma, the gonad hair 
mechanism never really catches up. Where 
actual gonadal catastrophe enters in (trau- 
ma, castration, or disease), that indi- 
vidual never becomes prematurely bald, 
never has crown thinning, nor does he ever 
get much beyond fuzz on his cheeks and 
chest. The adult castrate frequently stops 
short in the progressive recession of his 
head hair and has regained, on occasion, 
that which he had lost. 

The shorter-statured men, particularly 
those who tend towards paunchiness, are 
notoriously bald early, and show bear-like 
hirsutism on the body and arms. 

The pureblood Indian manifests a strong 
primary hair growth early (coarse black 
hair), and never loses it; is not subject 
to tonsure thinning; and never has a beard 
nor pubic, axillary, or body hair. His 
coloring indicates the powerful syner- 
gistic aid the posterior hypophysis is 
giving to the rest of his pituitary. The 
pilary-stimulating hormones of the sex 
glands have no chance against this po- 
tent combination. The same is true of 
the Mongolian race (Chinese, Japanese, 
Tartars, etc.), who are of even shorter 
stature than the Indians. Again we have 
a good primary hair growth (but not so 
good as in the Indian) and poor second- 
ary hair characteristics (not quite as poor 
in the Indian), furnishing an example of 
less of the pressor principle synergizing. 

These smaller-statured peoples, with 
their good quality of head hair, would in- 
dicate that the lacking growth hormone 
production in their pituitary make-up is 
not the same as the hair-growing mech- 
anism. But these people (and the same is 
true of the Filipinos and the Eskimos) 
have the more powerful factor of the pig- 
ment hormones, which unquestionably play 
a positive part, both in aiding in the growth 
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of hair and continuing to maintain a good 
pilary status. 

The acromegalic person usually has 
heavy hair on the head, and is not afflicted 
with premature baldness, unless some other 
cerebral disorder enters the picture. 

Cushing® states: “The external thick- 
enings, which are responsible for the coarse 
features of acromegaly, include, not only 
an increase in the size of the hair follicle, 
but also hypertrophy of the secretory 
glands, so that the skin becomes greasy 
and moist.” Davidoff* reports that hyper- 
trichosis occurred in 53 percent and de- 
crease of body hair in 7 percent of such 
cases. 

If we remember that the adrenal cortex 
always mirrors the state of health of the 
pituitary, and will enlarge if the pituitary 
enlarges, and, in turn, has a stimulative 
function on the secondary hair pattern, 
we can see the reason for hair variations 
in different cases of acromegaly. 

In the Negro, the most interesting strug- 
gle for supremacy between the pituitary and 
the sexual hair mechanisms is seen. Both 
systems are powerful and both unyielding, 
and the resulting hair patterns mirror 
the consequences of the contest. We have, 
in the tall, ebony-black adult, perfect head 
hair and good pubic, axillary, and beard 
hairs, the exception being only moderate 
chest hair. There is no premature alopecia 
in this type, and no head-hair graying. 
Physically, this type is almost acromegalic, 
indicating pituitary virility; then there 
is the added adjuvant action of a powerful 
pigmentary principle synergism, against 
which array the sexual apparatus is not 
powerful enough to overbalance both an- 
terior and posterior lobe domination. 

The shorter-statured Negro, however, 
and particularly the coffee-colored variety, 
with a tendency to paunchiness, shows tem- 
poral recession, crown thinning, and an 
increased body-hair growth (chest, axil- 
lary, and pubic). The red-haired Negro, 
with even less pressor-principle support, 
shows the white man’s poor primary hair 
picture, and also, as would be expected, 
the white man’s good secondary hair char- 
acteristics. 

Hair Patterns in Women 

Wherein does the female differ from the 
male in all this hypothetical changing pit- 
uitary and gonadal hair mechanism equi- 
librium? How can we explain the stable 
and unchanging primary and secondary 
hair patterns in the female, when we know 
that there is a shift from pituitary to 
gonadal preponderance with adolescence? 
These facts actually support my conten- 
tion. 

I believe that, in the normally consti- 
tuted woman, there exists, in her gonadal 
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apparatus, a mechanism capable of creat- 
ing the secondary hair pattern (pubic and 
axillary hair only), but no antagonistic 
mechanism to the pilary hormones of the 
pituitary (no Leydig cells). The result 
is always a balanced primary and secondary 
hair picture combination; never temporal 
recessions, head-hair thinning, tonsures, 
nor baldnesses, in the endocrinologically 
healthy woman. I believe that the hair 
papillae of the face and body are in a 
state of suspended animation, awaiting 
orders to grow from a hormone that never 
gives the order, physiologically, until the 
menopause. 

But with pathologic conditions, we see 
the physiologic equilibrium of the female 
primary and secondary hair patterns eas- 
ily and quickly disturbed. It is probably 
true that no woman is 100 percent fem- 
inine, and that no man is 100 percent mas- 
culine; that there exists, in each, anlages 
or rests of embryonic tissues of the op- 
posite sex. These embryonic cells, in vary- 
ing quantitative amounts, are always, 
physiologically, in a state of quiescence, 
probably kept so by a specific anti-male 
or anti-female hormone developed within 
the gonadal apparatus (theca cells?). With 
the advent of the menopause, the ovarian 
hormones (follicular and luteinizing) be- 
come quiescent, and possibly the anti-hor- 
mone also. As a result, we see the be- 
ginning beard, body hair, and mustache 
in the female, and the voice deepening, 
but no disturbance of primary hair char- 
acteristics. 

Before a menopause from ovarian tu- 
mor, particularly folliculoma, we may see 
real masculinization of the primary and 
secondary hair patterns in the female. 
The hair thins and there is temporal re- 
cession, tonsure, and hirsutism on _ the 
body. As the tumor grows, so does the 
hirsutism on the body, at the expense of 
the hair of the head. The voice deepens, 
the beard and the mustache become luxu- 
riant. Surgery frequently stops the proc- 
ess short. Removal of the degenerated 
ovaries causes a gradual hypotrichosis of 
the body and, in some cases, moderate 
restoration of the hair of the head. Ex- 
aminations of many of these tumors, re- 
moved at operation, shows new undifferen- 
tiable types of tissue. In many cases, 
pathologists are unable to agree as to 
the true nature of the tumor. Has anyone 
considered that they might be distorted 
masculine anlages, such as Leydig cells? 
Certainly they act like it, and the primary 
and secondary hair patterns respond as if 
they were. (Josefson, Fogerstrom, and 
Bergstrand;* Brenner;* Werdt.**) 

In pregnancy, also, we see the female 
hair physiology disturbed. A mild tem- 
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porary acromegalization takes place as the 
pregnancy progresses (thick lips, coarser 
features, etc.), and the hair on the head, 
particularly about the temples, becomes 
heavier and often wiry, the result, I be- 
lieve, of the “pituitary of pregnancy.” The 
body hairs increase and new hairs grow, 
particularly on the abdomen (between the 
escutcheon and the umbilicus) and about 
the areolae of the breasts. The pubic hairs 
frequently become more luxuriant (at 
least coarser), and occasionally thigh-hairs 
make their appearance. Hypotrichosis 
usually results after pregnancy. 


Why should the secondary hair pattern 
increase with a generalized pituitary hy- 
pertrophy? Because (1) the pituitary, 
while hypertrophic, has a sex-preponder- 
ance ascendency, the result of which is 
the Aschheim-Zondek test; (2) the ova- 
rian mechanism is progressively more qui- 
escent, resulting in activity of any pre- 
viously inhibited masculine anlages; (3) the 
adrenal cortex (adjunct secondary-hair- 
pattern stimulant) is in a state of physi- 
ologic hypertrophy from pituitary hyper- 
plasia, resulting in wild and stray hairs; 
(4) the thyroid enlarges and gives its 
support to the now sex-preponderating 
mechanism. 


if all this is true, why is the literature 
divided on whether or not there is an 
increased activity of the hair follicles 
with pregnancy? Slocum,” Harabath,* and 
Strangeways,” claim that hypertrichosis 
is a physiologic result of pregnancy; and 
on the other hand, such competent ob- 
servers as Trotter,” Bechet," and Ochs” 
claim the opposite. 


I, for one, believe that the answer lies 
in the various amounts of endocrine 
secretions different women are able to 
produce. Some have only enough for 
their absolute need, others an overabun- 
dance. The only reason, I believe, why 
some women, during early pregnancy, show 
a negative Aschheim-Zondek test is_ be- 
cause they cannot create enough sex hor- 
mone to discard any of it through the 
urine. 


Personal Opinions 


As I review these pages and my work, 
both clinical observations and what I have 
seen through the microscope, I cannot but 
come to one other conclusion; namely, that 
there is a circulation within each individ- 


ual hair—certainly not an organized, ca- 
naliculized flow, but more of a rudimentary 
to-and-fro ooze, so sluggish that it barely 
keeps the cells of the hair medulla and cor- 
tex moist; and yet, to all intents and pur- 
poses, an osmotic type of primitive cir- 
culation, 


capable of carrying nutriment 
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terminally, and products of catabolism back 
to the papillary circulation. 

All of the preceding has explained to 
me why I have had failures, when theory 
said I should always have success. It has 
explained peculiarities of results, at least 
to my satisfaction: Why, for example, in 
certain alopecia totalis cases, only head 
hair, brows, and lashes resulted under pit- 
uitary therapy. Structurally these cases 
were borderline hypopituitary deficiencies, 
with a poorer sex-mechanism background, 
due either to faulty embryonic development, 
or, later, an insufficient gonadal stimula- 
tory property of the hypophyseal sex-ac- 
tivity mechanism, or adrenal cortex. The 
therapy, therefore, exerts a direct influ- 
ence upon the pituitary, and subsequently 
on head hair. With time, a build-up takes 
place, and eventually the secondary hair 
characteristics will show themselves. 


This theory also explains to me why 
others in the series developed only beard, 
body, pubic, and axillary hair, and only 
rudimentary head lanugo. In such an indi- 
vidual, embryologically, we could well have 
good gonadal equipment, superimposed up- 
on which there was excellent initial pit- 
uitary stimulation (sex-hormone influence, 
and possibly growth). Then, as the individ- 
ual grew to adulthood, a mechanical defect 
appeared, such as approximation, or even 
closure, of the anterior and posterior clin- 
oid processes, or a sella not large enough 
to accommodate the growing pituitary. As 
the pituitary grows within the confines of 
its bony prison, the selective action of 
sex-hormone-stimulating properties devel- 
ops, over and in preference to the remain- 
ing pituitary hormones (the organism’s 
protective mechanism to guard the sur- 
vival of the race). 

At a later date we have fairly poor pit- 
uitary activity (mechanical), and a fairly 
good sex apparatus. The patient, later, 
develops alopecia totalis, as a complication 
of scarlet fever, and pituitary therapy is 
instituted. The extract stimulates the hy- 
pophysis, but the patient is already lop- 
sided in his pituitary-gonadal balance, and 
the present preparations of pituitary are 
not selective (in the present whole anterior- 
lobe extracts, both growth and sex hor- 
mones are present). The results 


are a 
gentle stimulation of all the component 
parts of the pituitary. The hypophysis, 
already favoring the sex apparatus, in- 


creases its influence in that direction, and 
secondary hair characteristics only are the 
result. 

Those in the lower basal metabolism 
groups, with a slow pulse and low blood 
pressures, are hypo-endocrine (mainly hypo- 
pituitary) individuals, in whom therapy 
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is not only an adjuvant, but also a tonic, 
directly stimulating the hypophysis. The 
results are, first, a head-hair growth, and 
then, and only then, beard, pubic, and body 
hair makes its appearance. 

I have not answered, to my satisfaction, 
the question about those not showing any 
results whatsoever from pituitary treat- 
ment, and yet there are several plausible 
reasons that could be suggested. Such men 
as Collip have brought out the fact that 
some patients are in a refractory state be- 
cause they develop an immediate hormone- 
inhibiting substance, and other men have 
advanced the same idea (Sharpey-Schafer’s 
chalone theory, and Moebius antithyroidin). 
Collip says, “For each hormone there is an 
opposite, antagonistic, or antihormone 
substance, which may be regarded as a 
buffer system. . . . Some individuals of a 
species may appear normal as regards some 
endocrine function, yet they may have an 
increase or decrease in the respective hor- 
mone buffer system .. . and this condition 
may be detected only when abnormal re- 
sponses are obtained following the admin- 
istration of hormone extracts.” 

That may be the answer. It may even 
explain how the patient came to have his 
disease originally. It is possible that he is 
in a state of acute hypotrichosis merely be- 
cause of an overproduction of his own anti- 
hormones. 

Physiologically, antihormone production, 
too, could explain why some respond well 
to therapy, and then suddenly retrograde 
to their previous state, even while under 
active treatment. That may also explain why 
some did so much better on alternate cycles 
of rest and treatment (less chance for anti- 
hormone development). 

The differences in the stimulating prop- 
erties of various batches of pituitary could 
easily be explained by the seasonal varia- 
tions, and the resulting fluctuations in 
endocrine secretions. Animals have cer- 
tain seasons during which they moult, and 
others in which they regrow new coats 
of hair. It could reasonably be supposed, 
from this, that variations in the output 
of hair hormone must exist in these ani- 
mals, accounting for the hair-coat varia- 
tions. If this is true, different batches of 
commercially prepared pituitary prepara- 
tions must contain varying amounts of 
hair-stimulating principle, and younger, 
growing animals should have better hair- 
hormone principles than older animals. 

Conclusions 

1—Anterior pituitary extracts, as at 
present manufactured in this country, are 
of no practical value in the treatment of 
alopecia prematura, constitutional thin- 
ning, trichorrhexis nodosum, fragilitas crin- 
ium, piedra, nor ringed hair. 
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2.—Anterior pituitary extract is of def- 
inite value in the treatment of certain se- 
lected cases of alopecia areata. 

3.—Anterior pituitary extract seems of 
specific value in the treatment of certain 
selected cases of alopecia totalis. 

4.—Combinations of pitressin with an- 
terior lobe extracts greatly influence hair 
growth in many instances. 

5.—The addition of thyroid is of definite 
value as a synergist in many cases; and 
occasionally is of specific value in cer- 
tain alopecias. 

6.—Periodic use of pituitary extracts is 
of greater value in the treatment of alo- 
pecia than is steady and continuous treat- 
ment. 

7.—Careful study of the patient with 
alopecia can elicit, with a fair degree of 
certainty, the likelihood of success or fail- 
ure of therapy in each particular case. 

8.—Careful evaluation of the patient, 
physically and glandularly, and a subse- 
quent judicious selection of the necessary 
endocrines, will insure fewer negative re- 
sults than have heretofore been obtained 
from haphazard and promiscuous therapy. 

9.—No patient should be subjected to 
more than 12 weeks of therapy, in the 
absence of any pilary stimulation. 
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Anemia of Colon and Reetal Origin 


By 
Cuar.es J. Drueck, M.D., F.A.C.S., Chicago, Ill. 


VERY ulcerative lesion of the digestive 

tract is accompanied with bleeding. 
Blood passed from the anus may have been 
swallowed or may have come from a lesion 
of the stomach or adjacent intestine. In 
such instances it is mixed intimately with 
the feces, is dark in color, and, as a result 
of the action of the digestive ferments, is 
more or less degenerated. 

Blood from the lower bowel may be but 
a streaking on the outside of the fecal mass, 
or an admixture of blood, mucus, and pus, 
passed with or independent of the stool. In 
the case of malignant growth situated high 
in the bowel, clots of almost pure blood may 
be passed frequently. 

These small losses are, individually, of 
little moment, but in the aggregate may 
produce anemia. In other instances massive 
hemorrhages may occur from the rectum. A 
single profuse hemorrhage, during or fol- 
lowing a rectal operation, or frequent, re- 
peated, small losses of blood from inflam- 
matory or ulcerated lesions, often brings on 
a secondary anemia, the influence of which 
is sometimes overlooked in the management 
of rectal or colonic disturbances. 

Hemorrhoids always afford a portal of 
entry for bacteria, leading to local or gen- 
eral infection. Kracke’ says, “Infection 
probably plays a greater part in producing 
anemias than any other single factor, and 
may institute a variety of changes in the 
blood picture, which include a diminution of 
erythrocytes, bone-marrow depression, de- 
struction of blood platelets, and hemolysis. 
A majority of the anemias associated with 
infection are the result of damage to the 
bone marrow, rather than injury to the cir- 


1.—Kracke & Garver: “Diseases of the Blood and 


Atlas of Hematology.” P. 292. J. B. Lippincott Com- 
pany, Philadelphia, 1937. 


culating cells, and are, therefore, myelo- 
pathic. The demand for blood cells exceeds 
the supply, and anemia develops. The first 
consideration should be the removal of the 
cause of infection.” 


Symptoms 


The sudden loss of a large amount of 
blood from the rectum produces symptoms 
indistinguishable from those of shock. The 
patient is prostrated, pale, restless, and 
thirsty; his skin is covered with sweat; his 
respirations are shallow and rapid; his 
pulse is fast and weak; and his blood pres- 
sure is low. These symptoms are due to a 
reduction in blood volume, and they grad- 
ually disappear as the volume of the blood 
is restored to normal by the passage of fluid 
from the tissues into the vessels. 

In the case of persistent losses of rel- 
atively small amounts of blood from ulcer- 
ative diseases of the colon or rectum or 
from hemorrhoids, there may be no sig- 
nificant reduction in blood volume, and in 
such a case, signs of shock are absent and 
the first symptoms to appear are those of 
anemia, Vaughan’ calls attention to brittle- 
ness and concavity of the finger nails. 

In the case of acute bleeding from the 
rectum, there is little if any reduction in 
the hemoglobin percentage or red-cell count 
for the first few hours, because, while the 
total amount of blood is decreased, the num- 
ber of erythrocytes per unit of volume is 
not altered. It is only when the blood is 
diluted by the entrance of tissue fluids into 
the vessels that anemia becomes apparent. 

The restoration of the blood volume to 
normal is a slow process, and there may 
be a progressive fall in the hemoglobin per- 


“2.—Vaughan, J. M.: “The Anemias.”’ Oxford Univ. 
Press, 1934. 
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centage and red-cell count for several days. 
Within this period it is impossible to gauge 
the amount of blood which has been lost by 
the degree of anemia shown by blood counts. 
For about forty-eight hours after a profuse 
hemorrhage, the only signs of hyperactivity 
of the marrow are a rapid increase in the 
number of platelets and leukocytes in the 
blood, and a shortening of the coagulation 
time. At the end of this stage, if bleeding 
has been severe or continued, the leukocyte 
count may be as high as 20,000 or 30,000, 
and the platelets may number 1,000,000 per 
cu. mm. 


From the second or third day to the end 
of the first week, the blood shows evidence 
of active red-cell regeneration. The reticu- 
locyte count rises rapidly and may reach as 
high as 50 percent by the end of a week. 
During the second week there is usually a 
gradual decrease in the leukocyte count, 
platelet count, and reticulocyte count, and 
at the end of this time, the blood shows 
little evidence of marrow hyperactivity. 
During the third and subsequent weeks the 
rise in the hemoglobin percentage and red- 
cell count is slow and, according to the 
amount of blood which has been lost, it may 
be any time from one month to three months 
before the normal blood picture is restored. 


Diagnosis 


The recognition of a case of acute post- 
hemorrhagic anemia rarely presents any 
difficulty. The condition of the patient and 
the history of the case are usually such that 
the diagnosis is obvious. However, it may 
be some time after bleeding into the gastro- 
intestinal tract before the occurrence of 
melena or hematemesis gives the clue to the 
patient’s condition. It is to be remembered 
that, while profuse hemorrhage is usually 
the result of trauma, ulcerative lesions of 
the gastro-intestinal tract, ruptured tubal 
pregnancy, or uterine disturbances, it may 
occur in any disease in which the number 
of platelets in the blood is greatly reduced. 
If, therefore, the clinical or hematologic 
features of the case are in any way unusual, 
the possibility of the presence of some un- 
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derlying blood dyscrasia must be investi- 
gated. 


Treatment 


The immediate need of a patient who is 
in a state of collapse following a profuse 
hemorrhage is for fluid to increase the blood 
volume. Small and frequent feedings with 
milk, eggs, cereals, and fruit juices should 
be begun immediately after cessation of 
the bleeding. Physiologic saline solution or 
dextrose solution should be given intraven- 
ously, if the pulse rises above 140 and the 
systolic pressure falls below 90 mm. 
(Witts*). Absolute rest in bed and warmth 
are essential. Morphine should be admin- 
istered if the patient is nervous and rest- 
less. 

If the symptoms of serious collapse are 
not present, the intravenous injection of 
fluid is unnecessary. The indications for 
blood transfusion must be considered care- 
fully. If the patient has lost so much hemo- 
globin that the oxygen-carrying power of 
the blood is seriously impaired, and he is in 
a state of shock from reduction of blood 
volume, transfusion may be a life-saving 
measure. 

After bleeding has ceased and the pa- 
tient’s condition is no longer critical, no 
special treatment is necessary. Rest in bed, 
with general nursing care, a liberal mixed 
diet, and abundant fluid by mouth are in- 
dicated. Red-cell regeneration after hemor- 
rhage is rapid, so long as supplies of iron 
and red cell stroma-building materials are 
available; but after the loss of a large 
amount of blood the body’s store of these 
substances may be exhausted before the 
blood is restored to normal, and it is good 
practice to administer iron in full doses 
after the second week. The addition of liver 
to the diet is also advisable, as it contains 
materials which aid the regeneration of red 
cells, even though Magner‘ says that liver 
extract is of no value in post-hemorrhagic 
anemias. 
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4.—Magner, illiam: “Hematology.” P. 269, P. 
Blakiston’s Son & Co., Inc. Philadelphia, 1938. 
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; PERILOUS IGNORANCE 
_ It isn’t meanness that carelessly kills so many thousands on the 
highways; that makes marriage a casual experiment; that teaches the 


young to scorn the time-proved rules 


virtue; that sacrifices inde- 


o 
pendence and honor and future security Jor a@ present benefit. 


It isn’t meanness, but want of u 


rstanding. We have lost our 


knowledge of values. Something has taught us to prize the wrong things. 
—ROBERT QUILLEN. 
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The Rational Treatment of “Colds” 


VERY physician who has taken care of 

patients in general practice knows that 
the average person has not the slightest 
idea of what a “cold” is, where it is located, 
or what is effective in its treatment. A 
pain in the chest is “a cold in the chest”; 
a cold “goes down in the stomach” or “into 
the back”; a slight nasal obstruction or a 
small amount of mucoid nasal discharge, 
due to allergic conditions or to exposure 
to inclement weather, is promptly heralded 
as the first sign of a “cold.” 


Research has shown’ that laxatives are 
harmful in the treatment of a “cold,” yet 
thousands of “cold capsules,’ containing 
laxatives, are dispensed and prescribed. 
There is plenty of evidence that a “cold” 
is an acute, infectious disease’, which is 
best treated by a combination of local and 
systemic therapy and is best prevented by 
attention to the general health and the 
heat balance. 


The use of oily-solutions, especially those 
containing such irritants as menthol, has 
been proved’, clinically, to damage the 
ciliated epithelium of the nasal mucosa, 
yet such solutions are poured, sprayed, and 


1.—Beckman, Harry: “Treatment in General Prac- 
tice.” Phila.: W. B. Saunders Co., 1938. 

2.—Morrison, W. W.: ‘‘Diseases of the Nose, Throat, 
and Ear.” Phila.: W. B. Saunders Co., 1938. 

.—Lederer, F.: “Diseases of the Nose, Throat, 
and Ear.” Phila.: F. A. Davis Co., 1938. 


dropped down the nostrils of thousands of 
patients. 

The work of the committees investigating 
prevention of poliomyelitis demonstrated 
the efficacy of solutions dropped in the nose, 
with the patient recumbent and head thrown 
back. Thus, it is unnecessary to have an 
atomizer for home use. The patient is in- 
structed to warm the solution by placing 
the bottle in hot water for a few minutes 
before using, then to lie down, with the 
head far enough back so that the solution 
will run into the sinuses, not into the 
throat. A dropperful is deposited in each 
nostril, at the anterior edge, so it will 
follow the roof of the nasal cavity, and 
allowed to penetrate into the sinuses before 
the head is raised. There is a definite sensa- 
tion, especially in the frontal sinuses, as 
the medicine enters the sinus (it is well 
for the physician to try this on himself, 
as we learn best from personal experience). 

The patient is usually pleased with the 
newer preparations, which do not burn or 
sting, such as ephedrine sulphate, % per- 
cent in physiologic saline solution. One or 
two dropperfuls are used in each nostril 
two or three times daily. 

A number of otolaryngologists have had 
good results with the oral administration of 
ephedrine sulphate. The nasal swelling and 
discharge of coryza (or hay fever) may 
often be controlled by this prescription: 
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R Ephedrine sulphate gr. % 
Phenobarbital gr. 4 

Sig.: One such capsule with breakfast 
and at bedtime. 

The dose taken at bedtime permits the 
patient to sleep comfortably, undisturbed 
by nasal obstruction and coryza. 

Heat, both general and local, is a valu- 
able therapeutic aid. Short-wave diather- 
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my, applied over the back of the neck and 
to the sinuses, may abort an acute coryza. 
As nasal congestion is definitely related to 
chilling of the body surface, Cannon sug- 
gests a counter-attack including heat ap- 
plied to the entire body, by an infrared 
generator or hot packs. 
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Scientifie Intestinal Irrigation 


By 
Joserpn E. G. Wappincton, M.D., Detroit, Mich. 


HE arguments advanced against intes- 

tinal or colonic irrigation are as illogical 
as they are numerous and diversified. We 
are uncompromisingly assured that colon 
irrigation is “unsound, unphysiologic, and 
has no place in the modern treatment of 
diseases and disordered function of the 
colon.” We are also further informed: 
“The majority of physicians have ceased 
to use the socalled colonic irrigations, but 
the ‘internal bath’ is still employed by the 
commercial irrigation specialist.” Apropos 
of this concluding statement it would be 
just as logical and courteous to designate 
a nose and throat specialist as a “commer- 
cial spray specialist,” because he so fre- 
quently has occasion to use and prescribe 
sprays as an adjuvant to other indicated 
treatment. 

Despite the number of “authoritative” 
expressions deriding the use of colonic ir- 
rigation, there is an increasing number of 
equally authoritative opinions which un- 
deniably attest to the therapeutic value of 
such irrigations, when correctly adminis- 
tered. Bastedo’ competently and concisely 
states: “Colon irrigations are not to be 
employed to move the bowels. Their use 
is to get out something higher up, that is 
not expelled in the regular bowel move- 
ment.” 

Surely there is nothing unphysiologic in 
removing and washing away unduly re- 
tained and putrefactive feces and intestinal 
debris; if so, then it is equally unphysio- 
logic to remove and wash away the contents 
of abscess cavities, and thus to cleanse im- 

Of 
course, such cleansing or washing should 
be done only by one who thoroughly recog- 
nizes the conditions for which such treat- 
ment may be indicated and must, when 
dealing with the intestinal canal, be con- 
versant with its physiology, and 
pathology. It is also essential to be familiar 
with the indications and the limitations of 


anatomy, 


the various colonic which 
available. 

When it is recognized that a large pro- 
portion of the community, roughly esti- 
mated at from 75 to 85 per cent, suffer 
from constipation and the effects arising 
from intestinal insufficiency or inactivity 
of more or less serious degree, it is time 
for the medical profession to study this 
subject of intestinal irrigation seriously 
and develop an imperfect art into an as- 
sured scientific utilization of hydrotherapy, 
locally applied to the intestinal canal. 

It is common practice, both by the pro- 
fession and the laity, to advise and to take 
laxatives and cathartics without any pre- 
cise understanding of the exact action of 
the drug administered, or any clear under- 
standing of the nature of the constipation 
and its cause. To irritate the delicate in- 
testinal mucosa with a harsh, or even a 
mild laxative, is to cause, in many cases, 
an unphysiologic, profuse outpouring of 
serum, which thus washes out the intestines 
to a more or less limited extent. 


irrigators are 


Importance of Proper Apparatus 


An expertly administered colonic irriga- 
tion, with a scientifically efficient irrigator, 
should cleanse the intestinal tract from 
anus to cecum, reliably and satisfactorily 
and with no irritation or discomfort. Al- 
though the enema or a socalled “internal 
bath” is often indicated for the convenient 
unloading of an inactive rectum or sigmoid, 
the colonic irrigation is not intended for 
such evacuatory purpose, but for diagnos- 
ing the condition of the large intestine as 
to spasticity or constrictions; atonic or hy- 
potonic conditions; ptosis; fecal impactions; 
and the character of the intestinal debris. 
As an automatic and essential accompani- 
ment of the diagnostic irrigation, the bowel 
must and will become thoroughly evacuated 
and cleansed of much more or less stagnant 
and ancient intestinal accumulations. Then, 
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and only then, can indicated medication 
and correctly balanced, individualized diet 
become effective in restoring more or less 
normal defecatory habits. 

Every user of a colonic irrigator has his 
own preferences for medicating the irriga- 
tion fluid. During the past year or more, 
since I have had the opportunity to use 
an accurately gaged irrigator and thus 
to check the mechanical with the clinical 
results accurately, I have practically dis- 
carded all medicaments or chemicals in the 
irrigating fluid. Ordinary tap water, at 
a temperature of 105°F., in the jar is suf- 
ficient to evacuate and cleanse the most 
refractory colon effectually, without pain 
or discomfort and without the slightest 


danger of “ballooning” or unduly dilating. 


or straining a weakened intestinal muscu- 
lature. I never use soap any more. Bastedo’ 
refers to experiments made by Runge and 
Hartmann, in which a “half-percent, prac- 
tically neutral soapsuds enema” was ad- 
ministered to twenty men. Six of these 
men showed occult blood in the stools with- 
in three days thereafter. 

There is no doubt that certain medicated 
retention enemas may be, and often are, 
indicated. These, however, have nothing 
to do with intestinal irrigation, as such. 

Although an expert can accomplish good 
results, even with poor equipment, it can 
be easily appreciated that even the inexpert 
should be able to work more satisfactorily 
with a well-designed device than with one 
of imperfect construction. The multiplicity 
of colonic irrigators, “internal baths,” and 
intestinal cleansing devices in general, 
rivals a similar diversity of laundry wash- 
ing machines. The bewildered physician 
can suit his financial, esthetic, and pro- 
fessional requirements from a wide choice 
of intestinal “washing machines,” efficient 
and inefficient; simple or complicated; ex- 
pensive and inexpensive. A few of these 
“wash out” devices possess the somewhat 
insipid virtue of being comparatively harm- 
less, as well as therapeutically ineffective. 

Some manufacturers have enforced their 
apparatus with a glorified bicycle pump, 
wherewith to accelerate the flow of water 
through a reluctant and inefficient intestinal 
canal, It is a strange and often disastrous 
fact that the same individual who would 
not allow his automobile tires to be pumped 
beyond a certain definitely gaged pressure, 
will unthinkingly pump fluid at an_ in- 
definite pressure into an intestinal “tire,” 
of uncertain elasticity and unknown physi- 
ologiec or pathologie capacity. 

One enthusiastic manufacturer of a wide- 
ly advertised irrigator thus unphysiolog- 
ically claims that it “cleanses both the 
large and small bowel, thoroughly and in 
a harmless manner.” Fortunately, such a 
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strenuous and far reaching result would 
be either a mechanical impossibility or 
else an inadvertance due to an incompetent 
ileocecal valve. As the small bowel is con- 
cerned essentially with the digestion of 
food and, unlike the large bowel, is not a 
reservoir for fecal material, it does not 
need and should not have a “thorough 
cleansing.” 

The possibilities of an ulcerated, or even 
cancerous, condition of the large intestine 
must ever be carefully considered, prior 
to any localized intestinal hydrotherapy, 
whether the bowel be atonic or spastic, 
hyper- or hypotonic. If the constipation 
or intestinal inefficiency be localized in the 
rectum, it is not logical nor conducive to 
the best interests of the patient to give a 
laxative to sweep irritatingly through the 
thirty or more feet of small and large in- 
testine, simply to dislodge a refractory 
mass in the anal canal. 

The large intestine, which averages five 
feet in length, is a sensitively responsive 
organism, containing loops, kinks, gas 
pockets, fecal impactions, and old, retained 
masses of unabsorbable debris, as well as 
various abnormalities, acquired or congeni- 
tal, and is a veritable terra incognita to the 
average physician and, too often, to the 
rectal specialist who either does not employ 
intestinal irrigation, or else blindly gives 
a colonic “wash out,” with no means of 
precisely determining the varying gas and 
water pressures within the patient he is 
irrigating. 

It is not unusual to be compelled to spend 
a half-hour, and even an hour, in irrigating 
a bowel which is so filled with that 
the first treatment fails to expel any notable 
amount of fecal material. The next day, 
with no voluntary stool intervening, a rep- 
etition of the irrigation will usually as- 
tonish the patient, with the tremendous 
outpouring of old, foul-smelling feces. The 
following case will illustrate the failure of 
enemas and ordinary “colonics” to evacuate 
thoroughly a chronically sluggish or con- 
stipated bowel: 


ae 
gas 


Case Report 


M. H., male, 42 years old, had been 
chronically constipated since childhood. He 
complained of various vague symptoms al- 
ternately better or worse at irregular inter- 
vals — “indigestion”; headaches; 
vision, especially marked in the left eye; 
lack of concentration and “pep” l 


failin 


; occasional 
but severe attacks of left-sided facial neu- 
ralgia; etc. He felt that he would have to ob- 
tain some definite relief, or else give up his 
position in an engineering office. He had 
taken all kinds of “physic”; had used en- 
emas; and had even been given some colonic 
irrigations, which latter he refused to con- 
tinue because he had “severe stomach 
cramps” after each irrigation. 
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An irrigation was started and continued 
for forty minutes, with but little result, 
except the passage of a great volume of 
gas, which was encountered at the splenic 
flexure. He then suddenly passed a profuse, 
dark-yellow and brown’ evacuation of 
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Fig. 1: The Montague Rectoscope. 


thoroughly softened fecal material. He re- 
turned next day, when the irrigation was 
repeated and continued for exactly one 
hour, during which time he expelled a 
great quantity of gas, but very little fecal 
matter. Just as I had decided to let him 
off the table, although confident that there 
was an impaction in the region of the hepat- 
ic flexure, the bowel released a tremendous 
rush of inky-black, putrescent feces, which 
completely filled the large observation tube 
and kept on discharging for a couple of 
minutes. The patient was much relieved 
and considerably astonished, in view of the 
fact that, since he had been irrigated the 
previous day with such results, he had 
been thinking that there could not be much 
left in him. Eventually his health was con- 
siderably improved. 

A scientific intestinal irrigation should 
enable the operator to study and diagnose 
several intimately related phenomena, as 
expressive of normal or abnormal activity 
of the intestinal canal. From such an ir- 
rigation we would confidently expect to 
determine the pressure, amount, and effects 
of intestinal gas; the amount, character, 
color, and consistency of mucous secretion; 
the size, consistency, and location of fecal 
impactions; the shape, consistency, and 
color of the feces; and any other partic- 
ulars, physiologic or pathologic, anatomic 
or functional, which might furnish clues 
to the cause or causes responsible for ab- 
normal activity or inactivity of the intes- 
tinal canal. 


Autointoxication 


Destructive criticism of intestinal irri- 
gation has similarly involved the correlated 
subject of intestinal toxemia. Redewill, 
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Potter, and Garrison*® write: “On the sub- 
jects of intestinal flora, intestinal stasis, 
‘lazy colon,’ and intestinal autointoxica- 
tion, with its ramifications, the literature 
is enormous. Nearly 200 outstanding physi- 
cians have written articles against the 
autointoxication the- 
ory.” These antag- 
onistic opinions are 
mostly based upon 
the fact that no poi- 
son could be discov- 
ered in the blood 
stream or the urine 
of various decidedly 
constipated patients, 
presumably _ suffer- 
ing from autointoxi- 
cation. Consequent- 
ly, in brief, they 
argued: “Because 
we can find no poi- 
son, there is no poi- 
son.” Nevertheless, 
there is still much to 
learn concerning the 
chemistry of the blood, and patients often 
suffer decidedly without being able to ob- 
tain any laboratory proof or evidence of 
their disability. 

There are other popular arguments 
against the theory of autointoxication or 
intestinal toxemia,‘ but space will not per- 
mit of their enumeration; suffice it to state 
that they can all be easily disproved. Fur- 
thermore, positive evidence is usually con- 
sidered more valuable and trustworthy than 
negative, and the innumerable throng of 
grateful patients, who have been relieved 
of many and diversified symptoms incident 
to some chronic and supposedly incurable 
disability, indubitably attest to the clinical 
value of scientific intestinal irrigations. 
As Bassler*® has so convincingly and re- 
peatedly pointed out: “The inability to 
demonstrate causative substances does not 
alter the clinical fact of autointoxication.” 
Redewill and his coworkers report numerous 
cases of nonspecific urethritis directly trace- 
able to colonic infection. 

Arthritis is a disease, and high blood 
pressure is but a symptom, yet they both 
are often dependent upon intestinal stasis, 
which is a prolific and often unrecognized 
source of focal infection. Although an in- 
efficient intestinal canal is not always or 
necessarily the cause of ill-health, never- 
theless, without a healthily functioning 
bowel, intestinal elimination cannot be 
normal, and abnormal fecal retention must 
invariably accentuate and prolong any and 
all disease conditions to which the human 
body is susceptible. 
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Consider the standing and popular order 
for an enema, prior and subsequent to 
operative procedures and during acute and 
chronic diseases, and there can be no rea- 
sonable doubt that a scientific intestinal 
irrigation should be much more effective as 
a preliminary, and also as a subsequent, 
procedure to diagnose the exact condition 
of the entire large bowel from anus to 
cecum. 


Such irrigations will convert many a 
chronic and pessimistically diagnosed “in- 
curable” into a healthy, normal individual, 
because they aid in restoring to normal the 
defective intestinal “plumbing” or main 
sewerage system of 
the body. Imperfect 
drainage, whether of 
the human system or 
of the kitchen sink 
or lavatory, will 
make its effects 
known in no uncer- 
tain terms. 

Naturally, the in- 
testinal irrigations 
are but the prelimi- 
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satisfactory 


instrument for the 
practitioner, as well as for the specialist. 
The latter come in 15 and 25 centimeter 
lengths, with a diameter of 2 cm., and are 
ingeniously constructed so that, after the 


general 


bowel has been preliminarily inflated 
through the perforated obturator point, 
this latter may be withdrawn and easily 
detached with one hand and the illuminated 
tube then reinserted, while holding the pre- 
viously introduced sheath of the instrument 
securely in place with the other hand. 

From the Mayo Clinic report, it would 
appear that it still continues to be necessary 
to reiterate that proctologic platitude: 





nary to such adju- 
vant treatment as 
may be indicated in 
each individual pa- 
tient. The diagnostic 
data revealed by the 
irrigations are to be 
checked and amplified with the usual more 
or less generalized physical examination. 
It should not be necessary to advise the 
physician to make both a digital and a proc- 
toscopic examination prior to at least the 
first intestinal irrigation; nevertheless, the 
Mayo Clinic reports that one out of every 
seventeen patients who come to it complain- 
ing of rectal trouble, has cancer of the ter- 
minal colon or anus, and one out of every 
four of these patients has received treat- 
ment for some other supposed rectal con- 
dition during the period of his chief illness, 
the cancer remaining undiscovered. 


Fig. 2: 


Necessity for Rectal Examinations 


Every proctologist has his own favorite 
“scopes” for examination, but after an ex- 
tended personal and teaching experience 
with most of the popular instruments for 
visual exploration of the intestinal canal, 
I have discarded them all in favor of the 
electrically illuminated Montague _recto- 
scope (Fig. 1) and _ recto-sigmoidoscopes 
(Fig. 2), manufactured by the Welch Allyn 
Co. The former requires no obturator for 
its painless introduction, gives an ample 
lateral as well as direct view of the lower 
rectum, and is an extremely convenient and 








Courtesy of A. S. Aloe Co. 


The Montague Recto-Sigmoidoscope. 


“Never give or prescribe any treatment for 
a rectal patient, constipated or not, without 
first making a thorough digital and procto- 
scopic examination.” This is very important 
before accepting any patient for intes- 
tinal irrigation. Only by such an ex- 
amination, and by scientific determination 
of the varying gas and water pressures to 
be encountered within the intestinal canal, 
can the physician be enabled to raise in- 
testinal irrigations to a scientific plane, 
to distinguish himself from the increasing 
number of non-medically and imperfectly 
trained “colonic irrigators,” and to demon- 
strate the superiority of the physician’s 
office over the various popular, but 
scientific, “colonic filling stations.” 


un- 
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Infrared Treatment of Colds 


Or 947 cases of “colds” treated, 538, or 
57 percent were cured or much relieved by 
infrared irradiation. Those reported as 
“much relieved” stated that the nose felt 
much clearer, headache was relieved, and 
the discharge was much reduced or stopped. 

The best results were obtained in cases in 
which symptoms had been present for 
twenty-four hours or less. In these cases, 
complete cure was obtained in over 25 per- 
cent, and much relief in 35 percent. 

In cases in which only one treatment was 
given, 20 percent were cured and 27 percent 
much relieved. In a few cases (45), symp- 
toms had been present for more than one 
week, and in a number of these chronic 
sinusitis was a complication; while only 4 
of these 45 patients (9 percent) were cured, 
22, or 49 percent, were much relieved. 

This method of treatment of the common 
cold is easy, comfortable, and inexpensive, 
and might be useful for industrial estab- 
lishments, to reduce the havoc wrought by 
the common cold.—J. B. SHERMAN, M.D., in 
Brit J. Phys. Med., Sept., 1938. 


A 
Look for FACTS AND COMMENTS among 
the advertising pages at the back. 


? 
Indications for Short-Wave 


Therapy 


I xorcations for short-wave therapy may 
be summarized thus: 


1.—Superficial inflammatory conditions 
(furuncles, carbuncles, axillary sweat-gland 
infections, paronychia, and other infections 
of the extremities). 

2.—Inflammatory conditions of the sinus- 
es of the head and of the ears, dental ab- 
scesses, acute tonsillitis and laryngitis. 

3.—Chest conditions (bronchitis, broncho- 
pneumonia, lobar pneumonia, bronchial 
asthma, pleurisy, lung abscess and empy- 
ema, and angina pectoris). 

4.—Inflammatory and spastic conditions 
of the abdomen (cholecystitis, abdominal 
adhesions, cardiospasm and pylorospasm, 
and spastic constipation). 

5.—Inflammations in the genito-urinary 
tract (glomerulonephritis, pyelitis, cystitis, 


all forms of pelvic inflammations, prosta- 
titis, and epididymitis). 

6.—Inflammations of bones, joints, and 
muscles (periostitis, osteomyelitis, various 
forms of arthritis—especially gonorrheal— 
myositis, tenosynovitis, various forms of 
bursitis, and chillblains). 

7.—Affections of the nervous 
(neuritis, neuralgia, migraine). 

The general practitioner will do well to 
employ this agency in spastic conditions of 
the abdomen, especially in socalled spastic 
colitis RICHARD Kovacs, M.D., in “Electro- 
therapy and Light Therapy” (Lea & Feb- 


iger). 
* Books ° 


Short-Wave Therapy 


SCHLIEPHAKE 


SHORT-WAVE THERAPY. By Dr. Erwin 
ScHLIEPHAKE, Dozent of the University of Giessen. 
Translated by R. Kinc Brown, B.A., M.D., D.P.H. 
296 Pages; 148 Illustrations. London: The Actinic 
Press. 1938. Price $5.50, postpaid. 


TS second English edition will be of 
interest to physicians who have followed 
the author’s extensive experimentation on 
the use of short-wave therapy. He recounts 
many of his experimental observations with 
characteristic thoroughness. Radiation ther- 
apy may be dangerous, and it must be re- 
membered that short waves are but one 
form of radiation, even though not as pow- 
erful as roentgen rays. 

The busy physician who is looking for 
practical information will become discour- 
aged because the material in the book is not 
organized. Discussion of various condenser 
surfaces is given under the section on ex- 
perimental work. Despite the great amount 
of space devoted to the theory of the produc- 
tion of electrical waves, easily understand- 
able by the average physician, nowhere is 
there given information on the various 
types of apparatus commercially available. 
The dosage is given in terms of minutes, 
in the section on treatment of human dis- 
eases, yet it is not made clear what type of 
machine is being used. This situation is 
unfortunate, because there is much that is 
good in the book. 

His report on the efficacy of short-wave 
therapy in pulmonary suppurations should 
be digested by those who have occasion to 
treat this frequently fatal disease. 


system 
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GONORRHEA AND STERILITY 
The gonococcus is not a great destroyer of life but it is the greatest 
known preventer of life—in fact, one of its cruel properties is to sterilize 
a very considerable proportion of its hosts—Sitr WILLIAM OSLER. 
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Personal Charm 


OME TIME ago, the newspapers carried 

an inconspicuous story to the effect that, 
in order to train nurses in the niceties of 
social intercourse, the advantages of a well- 
modulated and pleasant voice, poise, and 
cultivated manners, St. Luke’s Hospital, 
New York, had established a “charm school” 
where, under the tutelage of its social di- 
rector, the young ladies were to be taught 
to behave elegantly, without giving the mat- 
ter a thought. 

Some people object that “manners” are 
superficial and insincere, and profess to 
prefer the blunt straightforwardness of 
the bumpkin or the boor. 

Superficial, yes, if you please: The super- 
ficiality which distinguishes the civilized 
man from the savages; the cultured man 
from the clodhopper. As superficial as mu- 
sic and the other arts, friendship, aspira- 
tion, tenderness, and exalted love. 

Insincere, no! For no man can possess 
truly beautiful manners unless his heart is 
full of good will towards his neighbors 
and associates and a sincere desire to min- 
ister to their comfort and pleasure. 

The rough, coarse, inconsiderate physi- 
cian (if any such still remain) may be able 
to practice successfully in the wild frontier 
districts of the country or in remote and 
moss-grown rural neighborhoods, but even 
there the better class of patients will seek 
a gentlemanly medical attendant if one is 
available. 

He who would feel that he can take and 
hold a high and honorable place in his pro- 
fession must, today, be able to move with 
ease in any society. The cultured man is 


able to do this, for his manners are fit for 
any occasion, high or low. The uncultured 
clown can mingle comfortably only with 
those at his own social level or lower—never 
with those of gentler and finer sensibilities 
and attributes. 


Nor is this matter of “charm” a thing 
of no practical and material moment. Look 
at the outstanding men, in Medicine or in 
any other line of work, above that of day 
laborer, and you will find most of them to 
be persons of distinct personal charm. 
This is especially true of the most successful 
clinicians, for patients like to come into the 
presence of the urbane and cultivated man, 
who makes them feel comfortable at once; 
and they continue to come back to him again 
and again, even though he may be less 
able, professionally, than his uncouth col- 
league across the street. 


A “charm school” would be no silly nor 
useless thing for most of us. Life is not 
so smooth and easy that we need emphasize 
its bumpiness and take pride in its rutted 
and seamy contours. 

Courtesy is the oil which lubricates the 
machinery of society, and it gushes up from 
the deep wells of human sympathy and 
kindliness. 


Personal charm is not merely the ice 
cream and cake of human intercourse; it 
is good bread and butter and satisfying 
meat, as well. It is shelter and clothing; the 
means and the measure of 
Let us all seek to gain 
charm. 


achievement. 
more personal 
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The Department of Justice and the A. M.A. 


HE Department of Justice has seen fit 

to indict the American Medical As- 
sociation, its officers and several constit- 
uent bodies. The charge is that the de- 
fendants are resisting the activities of the 
Group Health Association of Washington, 
D. C. This Association is made up of Fed- 
eral employees, financed in part with 
$40,000 of tax money loaned it by the Home 
Owners Loan Corporation, which the acting 
Controller General declared illegal. It is 
charged that the defendants are boycotting 
doctors who affiliate with the Group Health 
Association. This, it is said, constitutes a 
“restraint of trade” under the Sherman 
Anti-Trust Act. 

The issue involved goes far beyond the 
question of guilt or innocence of the medical 
group under indictment. If indictments can 
be used as clubs to bring about consent 
decrees stipulating matters not covered by 
law—as was the recent decree curbing the 
right of finance companies to advertise— 
we have government and regulation, not 
by law, but by blackmail. It means that 
any line of business can be coerced by the 
executive branch, by threat of indictment 
and trial, into restrictions never passed 
upon nor authorized by Congress. 

Now that the case is pending in a Fed- 
eral court, we express no opinion as to the 
technical guilt or innocence of the defend- 
ants. But we have very definite convictions 
as to the decency, fairness, and honor of 
the government lawyers. 

On December 1, while this matter was 
pending before the Grand Jury in the Dis- 
trict of Columbia (this is important), a 
special assistant to the Attorney General 
of the United States, speaking for his de- 
partment, outlined to a large public gather- 
ing in Milwaukee the “charges which the 
Department of Justice is presenting to a 
Grand Jury.” 

And so we have the spectacle of a Gov- 
ernment lawyer, in charge of secret pro- 
ceedings before a Federal Grand Jury, go- 
ing around the country building up a case 
against the very defendants he was then 
proceeding to indict and will now try to 
convict. 

If Government attorneys can make 
speeches in this case in Milwaukee, they 
can do so in every case and in every city 
in America. If so, there is not an American 
citizen anywhere whose rights to a fair trial 
cannot be destroyed in the same manner. 
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The American Medical Association is 
made up of men, and as such they may err 
in wisdom or judgment, as do other men. 
The Association, however, is simply an in- 
cident in this case. If the methods prac- 
ticed against them are to become the settled 
practice of Federal criminal law, the same 
methods can be used and, no doubt, will be 
used against any other American citizen 
who may be so unfortunate as to be the 
defendant in a criminal proceeding. 

A statement, given to the press in Wash- 
ington, D. C., by the Assistant Attorney 
General in charge of anti-trust law prose- 
cutions, on August 1, 1938, followed by 
only a few days the National Health Con- 
ference held in Washington, D.C., which 
advanced far-reaching plans for state so- 
cialism in medicine. It is, therefore, a prop- 
er question to ask whether this indictment 
against the American Medical Association 
is not intended to discredit American physi- 
cians as part of our free enterprise system 
and thus weaken their opposition to schemes 
to be presented to some future Congress 
to socialize medicine in America, as it has 
been done in Russia and Germany, and 
thus make every physician, surgeon, and 
dentist a Federal official against his will, 
to treat anyone the politicians send him 
and for compensation to be fixed by those 
same politicians. This, you will recall, was 
the exact program presented by Senator 
James Hamilton Lewis at the annual meet- 
ing of the American Medical Association— 
now under indictment—at Atlantic City in 
1937. 


If the doctors of America do not resist 
the methods used in this case to the last 
ditch; if these defendants are not willing, 
if necessary, to do time at Leavenworth 
rather than submit to the arbitrary will of 
bureaucrats, they are unworthy of the tradi- 
tions of their great profession and their 
duty to uphold the rights of all American 
citizens. If, facing this challenge of gov- 
ernment by executive decree, they will get 
up on their hind legs and fight, one of the 
most important cases in criminal annals 
is about to take place. If it is lost, a new 
highway is opened to the collectivist state. 
If it is won by the defendants, it may prove 
to be the great turning point in our history. 

The first thing these doctors should do 
is to call the attention of the United States 
judge who now has charge of this case to 
these departmental practices and ask him 
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to determine whether the men who have 
indulged in such unethical practices should 
not now be cited and fined or imprisoned 
for contempt of court for publicly preju- 
dicing jurors in advance of trial, and thus 
obstructing the administration of Amer- 
ican justice— Excerpts from an editorial 
in America’s Future, Jan., 1939. 
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Physicians Who Do Not Go to 
Medical Meetings 


I caNNor UNDERSTAND why so few men at- 
tend their county and state medical society 
meetings. It is not because they are so 
busy, as the busiest physicians are always 
to be found where there is a chance to 
learn. 

There are three kinds of physicians who 
do not go to medical meetings: (1) The 
physician who is afraid that he will lose 
a patient (or a dollar) should he leave 
his office; (2) the man who thinks that he 
knows it all; and (3) the person who has 
not the ability to plan his work so that he 
can have, rather regularly, an evening for 
recreation. 

The opportunity for the present-day 
physician to be an up-to-date physician is 
right at his door, and I am sorry, not only 
for those who are missing these opportun- 
ities, but also for their patients——JOHN 
HAWKINS, M.D., in Penn. Med. J., Jan., 
1939. 
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Honest Errors 


Jusr AS THE PHYSICIAN is not liable for 
honest errors of judgment in his treatment 
of the patient, so he may not be held culpable 
for an honest mistake in diagnosis.—S. W. 





DONALDSON, in “The Roentgenologist in 
Court” (Thomas). 
* Books * 
Your Money 
COOGAN 
MONEY CREATORS. Who Creates Money? Who 
Should Create It? By Gertrrupe M. Coocan, 
B.S.&C., M.B.A. Chicago: Sound Money Press, 


Inc. 1935. Price, $2.00. 


yo money is probably the most im- 

ponens single factor in the general 
welfare of yourself and your family; but 
what do you know about it? What is it? 
Who creates it and how? Who controls it 
(so that we have “booms” and “depressions” 
and “inflation’), and how and why? 
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Perhaps you have the impression that 
only a handful of people in the United 
States could answer these questions, be- 
cause the whole subject of money is so 
abstruse and mysterious that no one but 
a trained expert can understand it. If so, 
you have “fallen for” the hokum that has 
been fed to you by the very people who 
intended to profit by your ignorance—and 
have done so. 


Article I, Section VIII, Part 5, of the 
Constitution of the United States reads: 
“The Congress shall have power: to coin 
money, regulate the value thereof and of 
foreign coin.” Are you so simple as to 
believe that this Constitutional mandate is 
being obeyed? 

Perhaps you think (as many do) that the 
Federal Reserve Banking System is a part 
of the machinery of our Government. If so, 
you are as mistaken as possible. It is a 
private institution, operated, not for the 
welfare of the nation, but for the individual 
profit of the men who foisted it upon us 
and now manipulate it. 


“Money”—your money—is created and 
destroyed, not by the Congress of the 
United States, but by a group of interna- 
tional bankers; not by your honest and 
patriotic home-town banker, who is fre- 
quently as thoroughly “busted” as you are, 
when the “Money Creators” put on the 
squeeze. 


Here is a moderate-sized and moderately- 
priced book which tells the things that every 
American citizen ought to know about his 
money, in language so simple and direct 
that anyone with a high-school education 
(or even less than that) can understand 
it, written by one who knows. The author 
is a Bachelor of Science and Commerce of 
Northwestern University, and the first 
woman upon whom that Institution ever 
conferred the degree, Master of Business 
Administration (Economics and Finance). 
Of her, the Hon. Robert L. Owen, for years 
chairman of the Banking and Currency 
Committee of the United States Senate, 
says, in his introduction to this book, “This 
writer is informed. Her book contains 
scientific information, not quackery.” 

Here is a volume which is more absorb- 
ing than any “mystery story” you ever 
read, because it contains a wealth of clever 
“sleuthing” among a maze of purposely 
tangled clues, and the “solution” of the 
“mystery,” which is perfectly clear and 
direct, hits you, personally, in one of your 
tenderest spots—your pocketbook. 

If every voter in this country (or even 
51 percent of them) would read this book, 
absorb its contents, and then do something 
about it (and the author tells you what 
to do), prosperity could be here the day 
after tomorrow. 

There are few books, at any price, a 
careful study of which would have such 
an immediate and beneficially practical ef- 
fect upon the economic welfare of the 


reader as this one can, if its teachings re- 
sult in action. 
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**“A Monthly Postgraduate Course’’ 


(NOTE: Our readers are cordially invited to submit fully worked up problems to 


the Seminar and to take part in the discussion of any or all problems submitted. 
Discussions should reach this office not later than the Sth of the month 


following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Illinois.) 


Problem No. 1 (Diagnostic ) 


Presented by Louis X. Bell, M.D., 
Hollywood, Calif. 
(See Curn. Mep. & Surc., Jan., 1939, 
page 42). 

R ecarirutation: A married woman of 30 
years had been ill for ten months with what 
several physicians, and a_ chiropractor, 
called “neurasthenia,” “glandular deficien- 
cy,” and “subluxations of the thoracic ver- 
tebrae.” 

Her family doctor saw her at 4 P.M. and 
said she was hysterical. With or without 
his advice (not stated), she was admitted 
to hospital at 7 P.M., when the ordinary 
clinical and laboratory tests, including the 
neural reflexes, were found to be normal, 
though she was still “hysterical” (including 
“hystero-paralyses”) and uncontrollable and 
was given % grain (8 mg.) of morphine, 
hypodermically. Shortly after this the house 
physician reported that she was in good 
condition. 

At 11:30 P.M. another physician saw her 
and reported her condition as “incomplete 
hystero-catalepsy.” 

At 1:30 a.m. she presented the typical 
Hippocratic facies; Cheyne-Stokes respira- 
tion; thready and irregular pulse; and 
dilated pupils. A few minutes later she 
died, in spite of an intravenous injection 
of epinephrin. 

Requirements: Suggest the diagnosis, 
handling, treatment, and probable cause of 
death in this case, giving reasons. 
Discussion by Lawrence Greeley Brown, 

M.D., Elizabeth, N. J. 

Dr. Bell’s case is interesting, but the 
data given are too meager to permit any- 
thing more than a guess. We have no des- 
cription of the patient’s symptoms, nor any 
laboratory data covering the ten months 


she was under the care of the several phy- 
sicians mentioned. We are given the diag- 
noses of these men, who treated her, but 
this gives too little help. 

This young woman died at the end of a 
ten-months’ illness, but we do not know 
whether or not this illness was progressive 
in character. On her admittance to the 
hospital, she was emotionally upset and 
was given morphine to calm her. Evident- 
ly, the disorder that produced this emo- 
tional state was responsible for her death. 

In view of the diagnoses of neurasthenia, 
glandular deficiency (though the gland in- 
volved is not mentioned), and “multiple 
subluxations of the thoracic spinal verte- 
brae,” one is led to surmise that her chest 
was the seat of her discomfort. On this 
assumption, there are three conditions to 
be considered: (1) Unrecognized coronary 
disease; (2) disease of the thoracic aorta; 
and (3) an over-active pancreas. 


The last doctor was helpless, because the 
period in which the diagnosis should have 
been made had passed. The previous physi- 
cians, however, could have done much to 
establish the true cause of this woman’s 
illness. 

Careful x-ray studies should have been 
made, both of the bones and viscera of the 
chest. Blood studies should have been made, 
including a careful blood-sugar determina- 
tion and repeated Wassermann tests. 
Electro-cardiographic studies should have 
been made. On the findings of these stud- 
ies, obviously, the treatment would have 
been based. 


Discussion by Frederick Weiss, M.D., 
Harvey, Iil. 


This problem is difficult, because previous 
physicians’ diagnoses are given, instead of 
statements of the symptoms presented by 
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the patient, except when she was in extrem- 
is. 
Death coming on suddenly, after appar- 
ent normality, is due to disease either in the 
brain, the heart, or the lungs. 

Her past history, if given, probably would 
point toward the causative factor. Deduc- 
tions made from the diagnoses and symp- 
toms given suggest intrathoracic or intra- 
cranial disease. Her picture in extremis is 
one of a cerebral lesion, attended with 
cardiovascular collapse. 

The possibilities of intracranial pathosis 
are numerous. One may think of chronic 
encephalitis, localizing finally in the bulb. 
This condition is sometimes mistaken for 
hysteria or psychoneurosis, and may be 
attended with catatonia. Sudden death may 
also occur if buibar involvement takes place. 
Other conditions, such as brain tumor, syph- 
ilis, localized abscess, and acute sclerosis 
must be taken into consideration. Trauma 
must not be overlooked. 

Intrathoracie conditions must be consid- 
ered, from “multiple subluxations of the 
thoracic vertebrae.” Apparently she did 
have chest complaints. Here one must con- 
sider, despite her age, a silent coronary 
thrombosis, massive atelectasis, aneurysm, 
and hemorrhage. 

The handling of this case is dependent 
upon when the patient was seen and the 
diagnosis arrived at. A thorough history, 
physical and laboratory examination, neu- 
rologic examination (not just reflexes), and 
spinal puncture may have been indicated. 
Treatment then would ensue as indicated. 
If seen when Dr. Bell saw the patient, 
probably not much could be done. 


Discussion by R. Smith, M.D., 
Dundas, Ontario, Can. 


One cannot reasonably be expected to 
make or even attempt to make a diagnosis 
of this case with such a jumbled and in- 
complete history. 

No record is given of a Wassermann or 
blood-sugar test; a P.M. temperature and 
pulse curve over a period of time; an x-ray 
study of the brain, spine, lungs, and heart; 
a complete blood-cell count, with a differen- 
tial. 

This was, no doubt, a difficult case to 
diagnose, but that does not excuse the 
doctors in failing to be more thorough in 
their examination of the patient. 

These difficult cases should be hospitalized 
and all clinical tests bearing on the case 
made, together with x-ray studies, and the 
best medical advice sought. If, then, no 
definite diagnosis can be arrived at, one 
does not feel so guilty when such patients 
seek the advice of such individuals as the 
chiropractors. 

How can we hope to hold our prestige 
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and to secure and hold the confidence and 
respect of our patients unless we give them 
the most thorough service that lies within 
our power? 

My guess at the diagnosis of this case is: 
(1) Tetany; (2) tumor in the region of the 
base of the brain, with degeneration and 
sudden hemorrhage, causing pressure that 
paralysed the vital centers. 


Discussion by S. M. E. Simon, M.D., 
Williamson, West Va. 

The attacks in this case, diagnosed as 
hysteria, could have been caused by many 
things. 

I should like to know whether this woman 
took any poison, by mouth or otherwise, 
before she was admitted to the hospital; 
therefore I suggest that a gastric analysis 
should have been made. Also I should like 
to know about her blood (whether there is 
a history of syphilis) and about her blood 
sugar. There might also be a possibility of 
petit mal attacks, which might have been 
caused by hyperinsulinism. In such cases 
the patient might have attacks similar to 
hysteria, and finally go into hypoglycemic 
shock and die of myocardial failure. 

As a rule, morphine should not be given 
to any patients who are classified as psycho- 
neurotics, because neurotic patients, espe- 
cially women, are more susceptible to mor- 
phine and to several other sedatives. 

A careful study of the psychic factors in 
this case should have been made, in order 
to find out more about a condition which 
was supposed to be so extreme as to cause 
death by heart failure. 

In my opinion, the reason why the pa- 
tient did not receive any benefit from the 
intravenous injection of epinephrin was 
that the circulation in the veins had ceased, 
and therefore that it ought to have been 
given into the heart muscles. 

My method of handling this case would 
have been as follows: Give the patient, as 
soon as she was admitted to the hospital, 
sedatives by rectum (paraldehyde, bro- 
mides) and hydrotherapy, followed by a 
stomach wash. If no history was obtainable 
from the patient, I would give her, intra- 
venously, 5 percent dextrose in physiologic 
saline solution, which would act, itself, as 
a stimulant to a damaged heart, and also 
as nourishment to the heart muscles; also 
it would replace the lost glycogen in the 
liver. 

I should treat her according to her symp- 
toms and the physical findings, which would 
consist of an examination of her eye- 
grounds and of a complete neurologic and 
physical examination; also a complete lab- 
oratory and clinical examination, including 
basal metabolism, electrocardiogram, and 
complete blood-chemistry studies. 
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Comments by Dr. Bell 


I questioned the family and her husband 
as to her previous condition. She had ap- 
peared to be in good health, except for her 
nervousness, which began ten months pre- 
viously. She had not lost any weight and 
was jovial, in good spirits, and “feeling 
fine,” except when these spells came on. I 
asked about medication, and was told that 
she had been treated with bromides, seda- 
tives, glandular extracts, and chiropractic 
treatments, none of which I could verify. 


This woman should have been closely 
watched and more thoroughly examined in 
the hospital, by her physicians, with more 
complete blood and urinalysis studies and a 
spinal tap and fluid examinations. 

The autopsy revealed nothing. The pa- 
thologists examined every organ in the body, 
and found them normal. The gastric and 
intestinal contents were negative. The 
cause of death was given as hysteria; hys- 
terical coma. 


Closing Comments by George B. Lake, M.D., 
Waukegan, IIl. 


Considering the fragmentary evidence 
presented in this case, the discussions are 
unusually thoughtful and intelligent, but 
there are several points in connection with 
the general handling of this case, to which 
attention may profitably be called, in order 
that we may not be too uncharitable to the 
physicians who treated this patient, though, 
unquestionably, one or more of those who 
saw her during her ten-months’ illness did 
not give her case adequate study. 

When a patient is admitted to a hospital 
in the evening, with a previous diagnosis 
of hysteria and showing symptoms com- 
patible with that diagnosis, and the ordi- 
nary routine examinations (pulse, temper- 
ature, respirations, blood pressure, 
blood-cell counts, and urinalysis) give re- 
sults within normal limits, it seems proba- 
ble that, in most hospitals, a more extensive 
study would be deferred until the following 
morning. The testing of reflexes and the 
application of therapeutic suggestion, by a 
neuropsychiatrist, were, I believe, beyond 
what would ordinarily have been done at 
this time. The giving of morphine was a 
verious error, but one which, I fear, would 
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not be uncommon in these circumstances. 
The epinephrin should have been injected 
into the heart muscle, as suggested by Dr. 
Simon. 


Assuming that the autopsy, reported by 
Dr. Bell, was complete, all the suggested 
organic causes of death are ruled out, and 
only hyperinsulinism, definitely stated by 
Dr. Simon; suggested by Dr. Brown; and 
thought of by Dr. Smith when he suggested 
a blood-sugar test, remains. 


Although this may not be the correct 
diagnosis, it is entirely compatible with all 
the symptoms and signs described, and if 
three out of our four discussants thought 
of it, it would certainly seem that the phy- 
sicians who saw this patient (including Dr. 
Bell), made a serious mistake in overlooking 
it entirely. I hope that this problem will 
cause a large number of our readers to 
think of hyperinsulinism and make blood- 
sugar tests, in many obscure cases, because 
that condition is common, and if it is diag- 
nosed the treatment is easy and sure. 

If I were a health officer, I should never 
accept “hysteria” as a valid cause of death. 


A 


Problem No. 3 (Medical) 


Presented by Edmund Lissack, M.D., 
Concordia, Mo. 


Tue PATIENT, an unmarried woman of 22 
years, complains of menstrual difficulties 
since the age of 15 years. When the period 
starts, there is a slight flow for about 3 
hours, and then she is seized with violent 
cramps, during which there is very little 
flow. When the cramps cease, the flow is 
normal and lasts 5 or 6 days. The cramps 
do not recur during that period. 

Examination shows a well developed 
young woman, 5 feet 5 inches tall, weighing 
120 pounds, with no physical abnormalities 
on complete general clinical and laboratory 
examination. The pelvic examination re- 
veals the external genitalia of a virgin, 
with well developed internal organs; no 
tenderness or masses; the uterus is retro- 
verted, but falls forward in the knee-chest 
position. 

Requirements: Suggest the cause and 
treatment of the dysmenorrhea. 


SELF-DECEPTION 
Self-deception is an evil to be modified or corrected at all hazards, 


for it is infinitely worse than the habit of deceiving others 
makes a practice of deceiving himsel 


... He who 
tends to disintegrate his person- 


ality ...In time, he has no sensible idea of what the truth about himself 
is. When he reaches that point he is ready for a sanitarium.—BURTON 
RASCOE, in “Life’s Greatest Pleasure.” 
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A Symposium on General Practice’ 
Part I 


NEPHRITIS 
By Moses Barron, M.D., 
Minneapolis, Minn. 


HERE are certain clinical pointers 
which should be kept in mind when the 

diagnosis of nephritis is made: 

1.—The specific gravity test is one of the 
most sensitive tests known for determining 
renal insufficiency. In true nephritis, the 
specific gravity is low, rarely going as high 
as 1.018, even when the patient has been 
without water for 12 hours. In nephrosis, 
the specific gravity is high, often 1.028 to 
1.035. 

2.—If the specific gravity cannot be raised 
above 1.010, a pre-uremic stage is present, 
as this is the specific gravity of deprotein- 
ized blood serum and indicates that the 
kidney is severely damaged. 

3.—The diagnosis of amyloidosis of the 
kidney, liver, and spleen is based upon (a) 
a history of chronic suppuration; (b) the 
presence of large amounts of albumin in 
the urine; and (c) palpable enlargement of 
the liver and spleen. The diagnosis is con- 
firmed by the disappearance of congo red 
administered intravenously. Renal amyloid- 
osis does not lead to early kidney insufficien- 
cy. 

4.—In chronic edema of the legs, the skin 
feels tough and thickened. The edema of 
nephritis may appear anywhere in the body, 
more especially in the loose tissues, as it 
results from a tissue change. This edema 
is in the tissues themselves. 

5.—The anemia of nephritis is more 
marked than that of nephrosis, as there is 
a toxic inhibition of the bone marrow. For 
this reason, treatment of nephritic anemia 
with iron and liver preparations is usually 
ineffective. Blood transfusions are, how- 
ever, quite effective. 

6.—Acute glomerulonephritis should be 
treated by prolonged rest in bed, as 50 per- 
cent of patients recover completely. The pa- 
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10 to 15, 1938, and reported by R. L. Gorrell, M.D., 
Clarion, Ia. 


tient should rest in bed until all edema has 
disappeared and no more albumin can be 
detected in the urine. As an average, the 
complete rest period should cover two 
months. Then, for a further period of two 
months, the patient should gradually be- 
come ambulant and be able to do very light 
work. 

7.—The blood pressure should be checked 
frequently throughout the course of glomer- 
ulonephritis. The most serious sign is a 
gradually increasing blood pressure. Very 
high pressures are not commonly found, so 
that a pressure of 160/108 must be consid- 
ered elevated to a serious extent, if glomer- 
ulonephritis is present. The extreme pres- 
sures of hypertension are not found in this 
disease. 

8.—The clinical picture of acute glomer- 
ulonephritis may become confused by the 
addition of congestive heart failure during 
the first week or two of the disease. This 
is especially the case, if the blood pressure 
is becoming higher and the nephritis is be- 
coming chronic. The heart must be treated 
with the usual regime (digitalis, comforta- 
ble posture, low-calorie diet) for cardiac de- 
compensation. 

9.—The anemia of glomerulonephritis, 
plus the interstitial edema, results in the 
marked pallor of such patients. 

10.—The treatment of glomerulonephritis 
consists of (a) lowered salt intake in the 
diet; (b) increased carbohydrate and de- 
creased protein diet; (c) transfusions, to 
elevate the hemoglobin; and (d) theobro- 
mine. Mercurial diuretics should not be 
used, as a downhill course has resulted after 
the use of such preparations as Salyrgan. 
Intravenous injections of fluids may be used 
carefully, to produce diuresis. Salt reduc- 
tion is needed only if edema or uremia is 
present. Tonsillectomy during the acute 
phase of glomerulonephritis may result in a 
flaring up of the nephritis. 

11.—Glomerulonephritis is always of in- 
fective origin, the infection usually arising 
in the nose or throat. 

12.—Many red blood cells in the urine 
are a favorable sign in glomerulonephritis, 
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as it indicates that many glomeruli are still 
open. 

13.—Uremia is not diagnosed by in- 
creased urea nitrogen. These signs, together 
with evidence of decreased kidney function, 
indicate that uremia is present or approach- 
ing: Drowsiness, convulsions, dry skin, and 
oliguria. A decrease in urea nitrogen will 
follow the decreased protein intake. Has 
the condition been actually helped, or is it 
merely because less protein has been given? 


14.—If hydrothorax develops during the 
course of mild nephritis, one-half dose of 
Salyrgan may be given. If diuresis results, 
the contained mercury has been excreted 
and such therapy may be continued. If no 
diuresis results, stop the administration of 
Salyrgan. 


15.—The kidney itself produces a toxic 
substance that carries on the glomerulo- 
nephritis, even after the causative infection 
is gone. Goldblatt’s experimental work has 
proved this hypothesis. 


HYPERTENSIVE HEART DISEASE 


By S. Marx White, M.D., F.A.C.P., 
Minneapolis, Minn. 


Wer KNOW that the patients who are liable 
to develop hypertension are the “hyper-re- 
actors’—the hurry and worry type of indi- 
viduals. We cannot diagnose hypertension 
on one blood pressure estimation alone. I 
make it a routine practice, if a patient’s 
pressure is found to be elevated, to have 
the patient lie down in a darkened, quiet 
room for 15 or 20 minutes, and then to take 
the blood pressure again. By this expedient, 
or by taking the pressure at a second visit, 
when the patient is more composed, it is 
often found that a drop of 20 to 40 mm. 
has occurred. This phenomenon explains 
the reduction often noted after various 
medicines have been taken for hyperten- 
sion. 

Life insurance directors view with dis- 
trust any pressure over 140 systolic. Statis- 
tics have shown that the person with blood 
pressure consistently lower than the aver- 
age has a much longer life expectancy. I 
believe that the chief reason for the ap- 
parent effect of high blood pressure on mor- 
tality rates is that there are so many older 
persons in these tables, who are much more 
likely to have hypertension. It is notable 
that women stand the strain of hyperten- 
sion much better than men do. 

The most important aspect of the treat- 
ment of hypertension is to talk with the 
patient. He must learn to live with his 
disease, and not expect medicine to do the 
work for him. I tell my patients, at the 
first interview, that more programs are 
wrecked by “neighborhood medicine,” than 
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by any other one factor. I prefer them to 
have all their instructions come from me, 
rather than from Uncle Ed or Aunt Liza. 


I tell them that hypertension may be com- 
patible with a full life, to counteract the 
dread of apoplexy, or of heart or kidney 
disease, which is often hanging over them. 
I show them a photograph of a lady of some 
eighty years, whose pressure I have 
watched for 20 years, after an initial hyper- 
tension of 210/110. If you are able to ob- 
tain some such picture, it will offer substan- 
tial encouragement to those who fear that 
their lives will be shortened. 

Blood pressure is raised by emotion, and 
lowered by avoidance of worry and by relax- 
ation. 


Prognosis: Congestive heart failure even- 
tually occurs in 50 percent of hypertensive 
patients; the chief presenting symptom 
here being dyspnea. Coronary sclerosis oc- 
curs in 15 percent, and renal insufficiency 
in 10 percent. The remainder die from 
various causes, notably respiratory tract 
diseases. 


Vertigo may be complained of when the 
blood pressure drops abruptly. The two 
most serious signs, from the prognostic 
standpoint are (1) gallop rhythm, or the 
development of a new third sound; and (2) 
pulsus alternans, which may be readily de- 
tected by careful auscultation while taking 
the blood pressure. Usually on the high 
side, and occasionally on the low margin, a 
definite alternation of strong and weak 
beats may be noted. If the pressure is ad- 
justed closely, every alternate beat will be 
heard. 


Occasionally a woman’s blood pressure 
will return to normal after hysterectomy 
for a fibroid uterus. 

Murmurs are often not organic, as rel- 
ative dilatation may occur, with the pro- 
duction of relative insufficiency of a valve. 
Mitral and aortic murmurs are most com- 
mon. 


Venous pressure may be measured clin- 
ically (1) by inspection of distended veins 
of the neck and hands; (2) by measuring 
the height to which the arm must be ele- 
vated before the veins collapse; and (3) by 
direct measurement, with a manometer. 

A simple pocket tape measure may be 
carried in the pocket. With the patient ly- 
ing flat on his back, the left arm is gradu- 
ally raised until the veins collapse. At this 
point one end of the tape measure is applied 
to the vein and the other end dropped down 
to the level of the cardiac apex. Normally 
there is a spread of 10 cm. In the presence 
of increased venous pressure, the distance 
is increased proportionately to the extent of 
the pressure increase. This simple clinical 
test can be carried out in the home or hos- 
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pital. An increased venous pressure in- 
dicates cardiac decompensation. 

In any cardiac case, the kidney function 
should be tested by the specific gravity test, 
to see if the kidney can concentrate well 
(for details, see the preceding abstract on 
nephritis). 

The vital capacity test gives valuable in- 
formation about the respiratory reserve. 

The obese patient should be carefully in- 
structed in the use of a low-carbohydrate, 
low-fat diet, so that a gradual reduction in 
weight will take place. It has been exper- 
imentally shown that the blood pressure 
may increase and decrease with the weight. 

I tell the patient what his blood pressure 
is, and use that information in an educa- 
tional way, although I realize that many 
physicians feel that the patient should not 
know the pressure and should “forget the 
whole thing.” By demonstrating to them 
the drop that takes place after rest and 
relaxation, they learn that hypertension 
may be compensated. 

Treatment: An _ effective prophylactic 
treatment for frequent cardiac asthma is 
the use of Salyrgan or Mercupurin. Amin- 
ophyllin may also be used for the same 
purpose. Caffeine sodiobenzoate is of value 
in the treatment of Cheyne-Stokes breath- 
ing. 

If intravenously administered theophyllin 
is effective, keep on with the oral adminis- 
tration of this drug. If no results are ob- 
tained, aminophyllin or some other drug of 
this series may be tried. 

As far as the medicinal treatment of 
chronic, non-complicated hypertension is 
concerned, I feel that drugs are of little 
value and may be harmful. The nitrites and 
sulphocyanates may damage the circula- 
tion. Far more valuable therapy is the in- 
stitution of a period for relaxation or rest 
during the day, or if necessary, the aban- 
donment of one-half of each working day. 
The patient should not “retire,” as this 
may bring on mental stress. Instead, he 
should carry on his work at an easier gait, 
and use rest periods. 


A 


Immunization Against 


Pneumonia 


Durie tHe pertop from 1933 to 1937, in- 
clusive, carefully controlled tests have been 
made of the protective power against pneu- 
monia of a polysaccharide antigen, prepared 
from pneumococci of Types I and II, by 
Dr. Lloyd D. Felton, of the U. S. Public 
Health Service. About 30,000 men were in- 
oculated, and an approximately similar 
number used as controls. The results showed 
a marked decrease in the incidence and mor- 
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tality in the inoculated group, so that this 
method of immunization offers definite hope 
of reducing the occurrence of pneumonia 
during epidemics, and especially where 
large groups of men are assembled in 
camps.—G. M. EKwWwRZEL, M.D., Col. Med. 
Corps, U. S. Army, et al., in Pub. Health 
Reports, Oct. 31, 1938. 


A 


Tonsillectomy During the 
Quinsy Attack* 


I wave Removen the affected tonsil during 
a quinsy attack in 200 patients. The pa- 
tient is very quickly relieved of pain and 
drainage is adequate. 

Finger dissection of the tonsil is safest, 
as the finger can follow the cleavage line 
and enucleate the tonsil without invading 
the muscular boundaries. No instrument is 
necessary to grasp the tonsil. Small open- 
ings are made between the anterior and 
posterior pillars, and the tonsil at its base, 
so that the finger can be inserted in each 
for dissection. When the finger has been 
introduced to the depth of the first joint, 
the tip is flexed and, with the action of a 
hook, the tissue is split apart. This ma- 
neuver is repeated until the pus cavity is 
reached, and then continued down to the 
other pillar incision. 

Slowly-administered ether is the anes- 
thetic of choice, although procaine may be 
used. Diphtheria and other virulent infec- 
tions must be ruled out before invading the 
infected area. There is less postoperative 
pain and bleeding than after regular ton- 
sillectomy. The patient should lie on his 
side during the operation, with the affected 
tonsil downward, so that pus will run out 
of his mouth. 

M. P. ANpDREws, M.D. 

Manitowoc, Wis. 


A 


Sterilizing Sodium Bicarbonate 
Solutions 

Ow pace 492 of the October, 1938, issue of 
CLINICAL MEDICINE & SURGERY, appeared 
the interesting article, “Sterilizing Dilut- 
ing Fluids,” by Dr. J. B. Biederman. The 
doctor apparently overlooked mentioning 
the technic for sterilizing a 
carbonate solution for 
tion. 

A great majority of physicians, and also 
of pharmacists, when asked how they would 
sterilize a sodium bicarbonate solution, 
would state that they either would boil the 
solution or place it in an autoclave. Neither 


sodium bi- 
intravenous injec- 
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of these procedures would appear to be 
proper as sodium bicarbonate (Na HCO;) 
readily decomposes by heat, or by the addi- 
tion of hot water, into sodium carbonate 
and carbon dioxide. Such a solution, if 
used in large quantities, would be expected 
to change the ratio H:CO:/NaHC0O,, lead- 
ing to a more alkalemic state (raised pH 
of the blood) than that intended. 

In a recent publication (J.A.M.A., Sept., 
17, 1938), the statement is made that, in 
prescribing for gastric catarrh, the sodium 
bicarbonate solution should be drunk as hot 
as one can drink it. Here, again, the pa- 
tient would be receiving a more or less 
sodium carbonate solution, though the 
ultimate alkalinizing effect would be about 
the same. 

The proper method to prepare a sterile 
sodium bicarbonate solution is to use sterile 
NaHCoO,, with sterile distilled water. An- 
other method is to mix the soda in the de- 
sired proportion of distilled water and seal 
it in glass ampules, to be sterilized by auto- 
claving. In this manner the sodium bicar- 
bonate solution remains more or less stable. 


R. de R. BARONDEs, M.D. 
San Francisco, Calif. 


[It would appear that the method described 
by Dr. Biederman, in the article referred 
to by Dr. Barondes, attains practically the 
same result as sterilizing the solution in 
sealed ampules.—Eb.] 


A 


Overtreating the Hypertensive 
Patient* 


Ler US TAKE the example of a middle-aged 
man who has been turned down by a life 
insurance company because of high blood 
pressure. His physician rules out glomer- 
ulonephritis and decides that the patient is 
suffering from essential hypertension. Then, 
all-too-frequently, attention is concentrated 
on an effort to “bring the blood pressure 
down.” The patient demands to know the 
blood pressure figures; on each visit to the 
physician, he waits with anxious concern 
to hear the latest reading and frequently 
has ideas of a “stroke,” “heart failure,” or 
“Bright’s disease” in the back of his mind. 

Now what is done to this poor fellow in 
an effort to bring his blood pressure down? 
Because of an ill-founded idea that protein 
is responsible for hypertension and kidney 
disease, he is denied meat and eggs, espe- 
cially red meat, which, for some reason, is 
looked upon with particular dread. Then his 
diet is rendered even more unpalatable by 
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the withdrawal of salt. One would sym- 
pathize with this half-starved fellow, ex- 
cept that he probably would not be able to 
eat anyway, his teeth having been removed 
on the theory that focal infection has some- 
thing to do with hypertension. Even before 
this occurred, he had sacrificed his tonsils 
and had his sinuses punctured because of 
the same theory. In case some food had been 
consumed, the slight colonic residue was 
promptly washed out by numerous “colonic 
irrigations,” especially during the period 
when the theory of auto-intoxication was 
enjoying a wave of popularity. 

To add to his unhappiness, he may be 
told to stop work and exercise and, of 
course, is denied alcohol and tobacco, as 
well as coffee and tea. And now to cap 
the climax of his difficulties, the unfor- 
tunate person with hypertension seems 
about to fall into the clutches of the neuro- 
surgeon, who is prepared to separate him 
from his sympathetic nervous system. 

Epwarp WEtss, M.D. 

Philadelphia, Pa. 


A 


Long Labors: Their Causes and 
Correction®™ 


THe PRINCIPAL CAUSES of long labor, and 
their treatment, are: (1) Inertia of the 
uterus; delivery can usually be effected by 
giving the patient 3 minims of pituitrin 
hypodermically, or 10 minims, on cotton, 
intranasally, and rupturing the membranes 
(unless disproportion exists); (2) pelvic 
tumors should be discovered during preg- 
nancy examinations, as should also dispro- 
portions and deformities of the pelvis; (3) 
acidosis occurs in every long labor, espe- 
cially if the patient has not ingested ade- 
quate amounts of fluids and food; (4) mal- 
presensation of the fetus, especially occiput 
posterior (manipulation may be undertaken 
when analgesia is complete and dilation 
fairly well advanced). The patient is given 
gas with each pain. The perineum is di- 
lated and catheterization is performed. 
With each hard pain, the index finger is 
pressed gently against the anterior occipito- 
parietal suture. This gives the necessary 
resistance, and with a few pains, the head 
may rotate. 

If this procedure is not sufficient, mid- 
forceps are applied, the handles depressed, 
and the head pushed up very gently and 
turned to the right or left, depending upon 
the position of the back (fetal). The head 
then comes down in the occiput anterior 
position and the forceps are reapplied. 

5.—Retraction ring may be diagnosed by 


* South. M. J., June, 1938. 
















March, 1939 


these signs: prolonged labor (12 to 36 
hours); the appearance of a sulcus across 
the lower abdomen above the symphysis; 
tenseness of the uterine body above the sul- 
cus and pain on palpation of the abdomen 
and on vaginal examination; a freely mov- 
able presenting part and a cervix dilated 
sufficiently to permit passage of the examin- 
ing hand beyond the portion of the uterus 
where the ring is found. Such a ring may be 
prevented by the induction of complete 
analgesia, to promote relaxation, and the 
administration of abundant fluids, to main- 
tain a normal slight alkalinity of the blood. 
If the ring persists when the patient is 
ready for delivery, 6 minims of epinephrin 
solution are given hypodermically, to obtain 
relaxation, and ether is administered. No 
procedure should be carried out until anal- 
gesia and anesthesia have taken full effect. 
The intravenous injection of 1 or 2 percent 
sodium bicarbonate is indicated if the carbon 
dioxide combining power of the blood is 
low. Low or midforceps may be used. Po- 
dalic version involves serious danger of rup- 
turing the uterus. 
W. T. Prive, M.D. 

Memphis, Tenn. 


A 


Birth Control the Physicians’ 
Duty 

Birrn controt is here; and, right or 

wrong, it is to be reckoned with. 

The medical question, therefore, is not 
the righteousness or legality of it, but 
where and how to dispose of the cases com- 
ing to our offices pleading for an intelli- 
gent answer to the cry for help—or at least 
a candid direction “Where to go?” and 
“What to do?” 

Many women, half mad through ill health, 
poverty, and wretched social situations, 
and finding themselves coldly refused by 
their own family physician (whose attitude 
often smacks of the “holier than thou”), 
resort to extremely dangerous, self-inflicted 
attempts at interrupting their pregnancies. 
Not infrequently death is the consequence. 
Is it unfair to say that every such result- 
ant death can be traced directly to, and 
laid at, the door of that doctor? 

The welfare of one’s patients surely 
comes before a personal viewpoint of a 
stale argument. 

The physician should know what will be- 
come of the patients he turns away. It is im- 
perative that women who apply to us for 
surcease from their difficulties be directed 
into surgically competent hands and not 
left to the mercy of irresponsible charla- 
tans and back-yard quacks. 

Twenty-two thousand five-hundred pro- 
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spective mothers die annually in _ the 
United States (“The Case for Birth Con- 
trol,” Margaret Sanger, 1917). That means 
that two prospective mothers are sacrificed 
every hour of the day and night. It would 
be impossible to state accurately, but not 
hard to guess approximately, how many of 
these perish from their own frantic at- 
tempts at interruption of pregnancy or from 
the vicious empirical manipulations of 
quacks. 

It seems to me that any medical man who 
has been practicing long enough to have 
his eye-teeth cut must have seen many a 
preventable death result from what should 
have been the most glorious experience a 
woman can know—Motherhood! He has 
seen, also, physical, mental, economic ruin— 
and death, too—as the preventable alterna- 
tive. And the worst of all this tragedy, if 
there is a “worse,” is that it is unnecessary. 

The medical Profession, as a profession, 
has led the world in more than one bene- 
ficent reform, despite the persecution and 
abuse of the spitefully ignorant and puri- 
tanically fanatical who, doing nothing re- 
medial themselves, would nevertheless im- 
pose their negative sophistries upon those 
others who would and could. 

Why this unaccustomed fear and trem- 
bling in the face of birth control—the most 
momentous question—yes, and opportunity 
—which confronts us today? Have we for- 
saken or forgotten the traditions of this 
profession of ours? Or are we no longer 
sufficiently courageous to assert our pro- 
fessional prerogative? 

Huco Foster, M.D. 
Chicago, Il. 


A 


Treatment of Backache in 
Women* 


Cerrvicitis seems to be the causative factor 
in backache of women who complain of a 
low sacral pain, associated with vaginal 
discharge and redness of the cervix and 
vagina. The pain may radiate down the 
legs, anteriorly or posteriorly, and may be 
relieved by lying down and aggravated by 
stooping, straining, as at stool, or lifting. 
The cervicitis follows birth trauma and 
coitus. In virgins, masturbation often can- 
not be ruled out. 

Follicular hormone, in doses of 10,000 
units, injected at intervals of 5 days, is 
often of definite value. If no relief is ex- 
perienced, one or two teaspoonfuls of 
wheat-germ oil should be given daily, for 
a period of two weeks. The vaginitis and 
cervicitis of the menopause may respond 
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to these agents alone, thus indirectly re- 
lieving the backache and pelvic distress. 

The cervix may be cleaned with gauze, 
moistened with a mucus solvent and held 
in a long vaginal forceps. A 2-percent 
gentian violet solution is introduced into 
the cervical canal on a cotton applicator 
and allowed to soak in for a minute or 
two. The vagina is wiped dry and a vaginal 
tampon, saturated with a preparation hav- 
ing a boroglycerin base, is introduced well 
up against the cervix. A vulvar pad should 
be worn for the next 24 hours, when the 
tampon should be removed. 

Daily cleansing douches (one or two tea- 
spoonfuls of 45-per cent glacial acetic acid 
to a quart of hot water) are ordered. Two 
tablespoonfuls of vinegar will also furnish 
an acid douche when added to one quart of 
water. After 3 or 4 tampon treatments, 
those cervices which do not appear normal 
should be cauterized and all infected glands 
destroyed. 

The tampon acts as a splint to the in- 
flamed broad ligaments and relieves the 
pain through the parametrial structures, as 
well as the burning on urination, frequency, 
and nocturia, so often complained of and 
so often misdiagnosed as “cystitis.” 

When the cervix is normal, the backache 
will be relieved in 98 percent of cases. The 
remaining few patients should undergo 
special study to determine the presence or 
absence of other underlying pathoses, such 
as arthritis of the spine. 

JOSEPH RApDIN, M.D. 

Hazelton, Pa. 


A 


Persistent Pain Following Sinus 
Operations 


Tue CAUSES of pain following sinus oper- 
ations are: (1) Incomplete operation; (2) 
disease elsewhere than in the sinus oper- 
ated upon; (3) systemic diseases causing 
symptoms of sinusitis; (4) synechiae or 
sear tissue blocking drainage or enmeshing 
a nerve; (5) direct injury to or interference 
with a nerve; (6) neuritis of the fifth cra- 
nial nerve; (7) injury to the sympathetic 
plexus; and (8) diversion of the normal air 
currents within the nose. As long as there 
is any evidence of sinus infection, the obli- 
gations of the otolaryngologist have not 
been fulfilled and further study should be 
undertaken as to the cause of pain.—E. E. 
N. & T. M., Jan., 1939. 


[It will be a happy day for medicine, and 
for our patients, when the sinus operation 
is a forgotten atrocity, except, perhaps, in 
rare cases. If all persons who are experi- 
encing a “cold,” would wash out the nose 


Clin. Med. & Surg. 


Abstracts 


and sinuses with one-half percent ephedrine 
solution in physiologic saline solution, two 
or three times daily, instead of using the 
proprietary products which contain much 
menthol, the incidence of sinusitis would 
probably be markedly reduced. Physiologic 
researches will soon (we hope) establish the 
basis for the congestion and swelling of 
the nasal mucosa, which are directly re- 
sponsible for the obstruction of the sinus 
ostia, and also an effective treatment. Ex- 
periments indicate that application of cold 
to the skin causes vasoconstriction in the 
nasal mucosa.—ED.] 


o 


The Diagnosis of Functional 
Indigestion* 


Tue piacnosis of functional indigestion 
was made in 354 cases at the Mayo Clinic, 
after thorough roentgenological investiga- 
tion of the gastro-intestinal tract and other 
studies. The diagnosis was wrong in 14.4 
percent of cases, the correct diagnosis being 
most commonly either peptic ulcer or chole- 
cystitis. The diagnoses were checked after 
a period of eight years. 

It seems wise to give much consideration 
before making a diagnosis of functional 
indigestion in a man with a story sug- 
gestive of ulcer. It is well to add the res- 
ervation that an unrecognized ulcer may 
be present or may develop subsequently. 

Pernicious anemia, heart disease, syphilis, 
arteriosclerosis, hyperthyroidism, myxede- 
ma, renal stone, tuberculosis of the lung, 
nephritis, and pituitary tumor were the 
final diagnoses in those cases not diagnosed 
correctly. 

DwicuTt L. WILBuR, M.D. 

Rochester, Minnesota. 


[It would behoove the general practition- 
er to make the diagnosis of functional in- 
digestion with a good deal of circumspection, 
in view of the fact that, even after thorough 
investigation, the diagnosis is incorrect in 
one of six cases. What the percentage of 
error is in the patient who is not examined 
at all, can only be imagined.—Eb.] 


A 


Problems in Poliomyelitis 


Tue pressine “polio” problems of today 
are thought to be: 
1.—The isolation and identification of the 
exact cause. 
2.—The exact mechanism of transmission. 
A.—The receiver. 
B.—The transmitter. 
3.—Is the blood stream infected? 
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4.—The positive early diagnosis, before 
demonstrable paralysis occurs. 


5.—The determination of the exact moment 


of invasion of the central nervous sys- 
tem. 


6.—Spina! fluid studies: 
A.—Diagnostic. 
B.—Prognostic. 
C.—Indications for therapy. 


7.—Examination of nasal secretions. 
8.—Examination of stools. 
9.—Blood tests. 
10.—Skin tests. 
A.—To establish susceptibility. 
B.—To establish diagnosis of ‘“abor- 


tive or systemic polio.” 
C.—To assist in prognosis. 


11.—The discovery of positive protection 
against the disease. 


| Heredity. 
+ Immunization. 
Vaccination. 


A.—Biologic 


B.—Physical. 
C.—Chemical—topical application. 
12.—Factors in prevention. 
13.—Factors in protection. 
14.—The discovery of a cure. 


convalescent 


normal 
x animal 
(Serum 
hyper- 
A.—Biologice 4 immune 
| serum 


Vaccine 
B.—Chemical 
, lumbar puncture. 
irrigation of 
spinal canal. 
C.—Physical fever. 
posture. 
respirator. 
\early hydro-therapy. 
Dissemination of knowledge, by pub- 
lications and radio, to: 


15. 





A.—Physicians. 

B.—Physical therapists. 

C.—Medical students. 

D.—Laity (social service 
societies) . 


workers; 


16.—Miscellaneous considerations. 
Warnings against: 
cultists. 
charlatans. 
unqualified practitioners. 
electricity, except on a physician's 
prescription. 
Parents “shop around” in the hope of 
getting a better prognosis and permission 
for the early use of affected parts. They 
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often become confused and fall 
hands of unqualified persons who promise 
results, predict recovery, guarantee cures, 
make financial contracts, and mulct the pa- 
tients by “come-on” advertising. This group 
includes fakers, quacks, and certain phys- 


into the 


ical trainers and irregular practitioners. 


—THE NATIONAL FOUNDATION FOR INFAN- 
TILE PARALYSIS. 


A 


“*Biliousness”’* 

A MONG the commonest conditions of which 
patients complain is a “touch of liver” or a 
“bilious attack.” As neither is mentioned 
in most textbooks of medicine, it is natural 
that a recently graduated physician should 
conclude there is no such thing and explain 
to the patient that he is suffering from a 
disorder of the stomach, intestines, or 
nerves. But when the patient wakens the 
next morning with a dull headache, dirty 
tongue, no appetite, and the conviction that 
life is not worth living, he will tell his wife 
that his bad temper is due to his liver, and 
the doctor be damned. 


I believe that the patient who says he is 
bilious or “liverish” is often correct and 
that functional disorders of the liver are 
far more common than organic diseases. 
Poisons reach the liver from the stomach, 
intestines, gallbladder, and spleen by way 
of the portal vein; infection may ascend 
the bile ducts from the duodenum, especially 
in achlorhydria; poisons and organisms in 
the systemic circulation are conveyed to it 
by the hepatic artery. 

Causes of this condition include alcohol, 
intestinal toxemia resulting from continued 
use of purgatives (though never from un- 
treated constipation), 


food poisoning, in- 
testinal infections 


typhoid, bacillary, dys- 


entery, ameba), malaria, septicemia, and 
other general infections. 
Levulose test: Early cases of hepatic 


insufficiency may be recognized by a rise in 
the blood sugar of more than 30 mg 
cent, after taking 50 Gm. of levulose. 

The symptoms of “the morning after the 
night before” are due to acute alcoholic he- 
patosis (or toxic degeneration). The levu- 
lose test shows that there is definite hepatic 
insufficiency, which gradually disappears in 
a few days. Light diet and abstention from 
alcohol will relieve sallow complexions, 
anorexia, tender, aching liver, mental tor- 
por and irritability, unless liver degenera- 


per- 


tion is far advanced from many years of 
alcoholic insults. 
Treatment of biliousness: Epsom salts 


should be given in concentrated solution on 
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a fasting stomach every morning, the dose 
being the largest which can be taken with- 
out causing looseness, and a _ tablespoon- 
ful of olive oil should be taken three times 
a day, one-half hour after meals. 
Sir ARTHUR Hurst, M.D. 
London, England 


A 


Handicrafts for Neurotics 


A person is not happy unless he is creating 
something; doing something he likes to do. 
A handicraft may save a neurasthenic per- 
son from insanity or from spoiling his own 
life and those of the members of his family. 

Occupational therapists are now em- 
ployed by many hospitals to direct the acti- 
vities of their patients. The active business 
man, who has been injured in an automobile 
wreck and must remain in bed for weeks, 
is not a neurotic, but his active mind must 
work every hour he is awake. So let him 
figure out new patterns for four-harness 
loom weaving on a featherweight loom 
which he can warp and operate while lying 
flat on his back, or let him make sailor’s 
knotted belts, bags, and cigarette cases, 
with ingenious designs no sailor ever con- 
ceived, because he has more mental equip- 
ment.”—(EpWARD HALL, in N. Y. Physi- 
cian, Feb., 1938). 

Instead of giving bromides or phenobar- 
bital to the “nervous” patient, why not let 
him work off some of his energy in creative 
work or study? A woman who is “too tired 
to do anything” will work on a hooked rug 
for hours every day. Instead of receiving 
palliative treatment, she is undergoing 
character rebuilding. It matters not what 
the neurasthenic does, as long as it is con- 
structive and is done the way he wants to 
do it. 

R. L. G. 
A 


Sulfanilamide in Children’s 
Diseases” 


Acute streprococcic pharyngitis and ton- 
sillitis respond almost magically to the 
action of sulfanilamide. The temperature 
usually drops to normal in from 24 to 48 
hours, and the edema, redness, and exudate 
often vanish quickly. Acute cervical 
adenitis usually subsides without suppura- 
tion. Many patients recovered from acute 
mastoiditis without operation. 

Acute streptococcic pneumonias respond 
well, if the white blood cells are frequently 
checked to discover the onset of granu- 
lopenia. Streptococcic septicemias were 
cured in 80 percent of the cases. 


as 
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Seventeen (17) of 19 cases of erysipelas 
recovered rapidly with sulfanilamide, even 
in the case of babies one month of age. 
There was a mortality rate of only 30 per- 
cent in streptococcic meningitis, formerly 
a hopeless condition. In combination with 
specific antimeningococcus serum, it is very 
effective in meningococcus meningitis, when 
injected intraspinally. Serum may also be 
given intravenously. 

Persistent pyuria responds well; as there 
is no need to acidify the urine, the drug 
is easily administered and it may be used 
during the acute stages. It is not effective 
in urinary tract infections due to Strepto- 
coccus fecalis, but mandelic acid readily 
clears up this infection. 

Gonorrheal ophthalmia responds rapidly 
to sulfanilamide. 

Dosage: Give 15 grains (1 Gm.) for every 
20 pounds of body weight in 24 hours. For a 
powerful dosage one-half of this total dose 
may be given at once, followed by the other 
half in four hours, and then the concentra- 
tion in the blood maintained by smaller 
doses at four-hour intervals. In the ordi- 
nary case, good results may be obtained by 
using one-half or even one-third of this 
dose. In seriously ill children, however, one 
should not hesitate to use full doses. It is 
usually wise to give sodium bicarbonate 
with them, and not give any sulphate. 

The oral route is best, as the drug is 
quickly absorbed and appears promptly in 
the blood stream. It may also be given 
subcutaneously or intravenously, by dis- 
solving 0.8 Gm. of the repurified sulfanil- 
amide powder in 100 cc. of physiologic saline 
solution, very hot. This solution may be used 
intraspinally (intrathecally) without ap- 
parent damage. I can see no further use 
for Prontosil, as far as pediatric practice 
is concerned, as the drug must be reduced to 
sulfanilamide in the body before it is effec- 
tive. 

A mild cyanosis is no contraindication to 
continuing the drug; but if granulopenia or 
hemolytic anemia appear, stop the drug 
at once and give a blood transfusion. 

R. L. Moore, M.D. 

Dallas, Texas. 


A 


Bleeding Peptic Ulcer 
A. RoENTGEN-RAY examination of the gastro- 


intestinal tract should not be carried out 
until at least four weeks have elapsed since 


hemorrhage has ceased. Our clinical find- 
ings support Balfour’s belief, that the ma- 
jority of the hemorrhages which originate in 
the stomach and duodenum are not the re- 
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sult of excavating ulcers, but rather of a 
diffuse hemorrhagic condition, associated 
with multiple superficial ulcers or with an 
inflammatory process that is not attended 
by even superficial erosions. 


There is increasing evidence that blood 
transfusion is of value in the treatment of 
hemorrhage from an ulcer. Gordon Taylor 
advocates the use of massive transfusions. 
If bleeding is severe, immediate surgery does 
not carry the high mortality rate of late 
surgical intervention, but we have no way 
of judging the severity of the hemorrhage.— 
S. M. Copetanp, M.D., in South. M. J., 
Oct., 1938. 


A 


Vertigo* 


Dwziness is a common complaint, but 
true vertigo is not by any means so com- 
mon. 

Psychogenic vertigo is frequently com- 
plained of by sufferers from anxiety neu- 
rosis. There is no sensation of rotation, 
but the patient says, “I feel as if I am 
going to fall,” a sensation which usually 
occurs only when he is in the street, espe- 
cially alone, and may be so severe that he 
is unable to go on or must return home. 

A closely related neurotic symptom is “a 
feeling as if I am walking on air.” The 
dizziness of psychogenic vertigo, usually 
associated with feelings of anxiety, is sym- 
bolic in type, as is well illustrated by the 
physical and moral meanings of the words, 
“lapse,” “fall,” “fallen,” and “downfall.” 

Cortical disturbance vertigo: An epileptic 
cortical discharge may cause a feeling of 
vertigo, as in petit mal; vertigo may arise 
as a symptom in migraine, or of localized 
cortical lesions. 

Ocular vertigo: Dizziness may arise from 
diplopia, or double vision, due to paralysis 
of certain eye muscles, or from inability to 
adapt the eye to an unusual environment, 
such as a rapidly moving train or on look- 
ing down from a height. 

Cerebellar vertigo may be distinguished 
from aural vertigo by the absence of deaf- 
ness and tinnitus, and the presence of the 
characteristic analgesia and thermoanes- 
thesia of the face on the side of the lesion, 
which always occur with thrombosis of the 
posterior inferior cerebellar artery. 

Brain-stem lesions: Vascular or neoplas- 
tic lesions of the brain-stem cause vertigo, 
which is most strikingly seen when multiple 
sclerosis involves the pons. A young adult 
is suddenly attacked by severe vertigo, ac- 
companied by conspicuous nystagmus and 
sometimes by vomiting and _ prostration 
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severe enough to cause confusion, with au- 
ral vertigo. There is no tinnitus or deaf- 
ness, and there are signs of a pontine le- 
sion (external rectus paresis, conjugate 
lateral gaze, or facial paresis), signs of 
multiple sclerosis, possibly a previous his- 
tory of nervous symptoms. Aural vertigo 
is over in a short time; multiple sclerosis 
vertigo may last for several days. 

Eighth nerve lesions: Vertigo due to a 
lesion of the eighth nerve, especially acous- 
tic neuroma, is associated with deafness 
and tinnitus and thus closely resembles au- 
ral vertigo. 


Aural vertigo: Vertigo is a symptom of 
a large number of pathologic states of the 
ear. Recurrent aural vertigo may be treat- 
ed by (1) removal of foci of infection in the 
teeth, tonsils, or nasal sinuses; (2) restric- 
tion of fluid intake to 1% pints of water 
daily (as some of these patients retain 
fluid, salt should be moderately restricted) ; 
(3) phenobarbital in % grain (32 mg.) 
doses, two or three times daily; and (4) 
lumbar puncture. In patients not relieved 
by these means, division of the eighth nerve 
is safe and produces excellent results. 

W. RUSSELL BRAIN, D.M., F.R.C.P. 

London, England. 


A 


Silver Nitrate Stick 
in Epidermophytoses 


Mucu HAS BEEN SAID and written lately 
about the discovery of several varieties of 
epidermophytosis spores, and manufac- 
turers have, therefore, formulated and ad- 
vised medications indicated for the dif- 
ferent types. 

The caustic silver nitrate pencil is, I 
find, specific for all types of ringworm be- 
tween the toes and on other parts of the 
body. 

The parts should be well scrubbed and 
cleansed with a nail brush and green soap; 
then the caustic pencil should be thoroughly 
applied. No dressing is necessary; just an 
ordinary nightly soapsuds foot bath, until 
the black stains come away. This proce- 
dure can be repeated at intervals until com- 
plete healing is affected. 

For the weeping variety between the 
toes, and also after foot baths, cotton pledg- 
ets soaked in 1:250 hydrochloric acid solu- 
tion may be used overnight, and a stocking 
(preferably of white cotton) to help hold 
these in place. 

These two procedures will cure all types 
of epidermophytosis better, and less ex- 
pensively, than salves or lotions. 

T. H. Mapay, M.D. 


Chicago, Illinois 


Diagnos lic ointers 


Sinusitis Versus Tuberculosis 

® Sinusitis, together with its complicating 
infection of the lower respiratory tract, 
frequently simulates tuberculosis of the 
lungs. If examination reveals an inflam- 
matory area along the posterior pillars, or 
generalized inflammation, or if there is a 
postnasal mucopurulent discharge, engorged 
turbinates, or nasal deformity with obstruc- 
tion, one should be suspicious of sinusitis. 
—JoHN E. NELSON, M.D., Dis. Chest, June, 
1938. 


The Pregnant Women’s Weight 
® The incidence of toxemia is greater in 
those patients who gain more than thirty 
pounds during pregnancy. Rapid and ex- 
cessive gains in weight during the eighth 
and ninth months of pregnancy are the re- 
sults of fluid retention, and appear several 
weeks before definite edema can be dem- 
onstrated.—R. H. FREYBERG, M.D., et al., 
in Am. J. Obst. & Gynec., Aug., 1938. 


Head Injuries 

© The most important historical data that 
the surgeon can obtain relates to the pres- 
ence or absence of unconsciousness. No 
significant cerebral injury occurs without 
some degree of unconsciousness. The pa- 
tient may realize that he has been uncon- 
scious because of the passage of time or 
events, or bystanders may observe the lack 
of consciousness. Minor or temporary de- 
grees of unconsciousness may not be ob- 
served by others or known to the patient.— 
DONALD Munro, M.D., in “Cranio-Cerebral 
Injuries” (Oxford Medical Publications, 
New York). 


Schiller Test for Carcinoma of 


the Cervix 

® Following exposure of the cervix and 
cleansing, a generous quantity of Gram’s 
solution is applied to the cervix and per- 
mitted to stay in contact with it for at 
least 5 minutes. Normal tissue turns a 
deep brown color, as contrasted to the 
light color of cancer, which may appear as 
white spots. This reaction is due to a 
glycogen deficiency in cancer cells —N. Y. 
S. J. M., Dec. 1, 19388. 


* 


Diagnosing the Neurotic Patient 
® No attempts should be made to class- 
ify the neurotic patient. Psychiatrists are 
beginning to distrust most classifications 
of personality as inadequate. There are 
definitely psychotic and neurotic patients, 
but they are small in number as compared 
to the great numbers of people who are 
simply unhappy, tense, frustrated, or re- 
sentful. In all sorts and conditions of 
men there is need to watch for emotional 
conflicts displaced to the digestive tract. 
A description of the personality should 
be tied up with the other symptoms, us- 
ually digestive, and thus a complete diag- 
nosis formulated.—EARL BoNnpb, M.D., in 
Am. J. Dig. Dis., Oct., 1938. 


Diabetes Due to Syphilis 

@ For 70 years, syphilis has been known to 
be the etiologic factor in certain cases of 
diabetes mellitus. A certain number of these 
patients will be cured by antisyphilitic 
therapy, if carried out thoroughly. In a 
series of 2,000 diabetic patients, 50 patients 
were both syphilitic and diabetic. Eventu- 
ally, despite adequate antisyphilitic treat- 
ment, many will relapse into the diabetic 
stage, and then will be treated like any ordi- 
nary diabetic patient—J. R. KITCHELL, 
M.D., in Penn. M. J., Apr., 1938. 


Diagnosis of Hyperthyroidism 

® One should hesitate to make a diagnosis 
of hyperthyroidism, unless one obtains a 
history of weight loss, together with in- 
creased appetite, weakness in the knees 
on climbing stairs, (quadriceps weakness), 
pounding of the heart even when at rest, 
heat intolerance, and emotionalism. If 
physical examination reveals a normal-ap- 
pearing thyroid gland, without thrill or 
bruit, and the pulse pressure is normal, 
hyperthyroidism may be excluded.— ARNOLD 
JACKSON, M.D., in Minn. Med., April, 1938. 


Sudden Weight Change 


© It is quite characteristic for the hypo- 
thyroid patient to put on weight suddenly 
and lose it just as quickly, as the thyroid 
is one of the main factors in disturbance of 
salt and water metabolism.—P. J. Connor, 
M.D., in Colo. Med., June, 1937. 


150 





i Therapeu tics 


Treatment of Vertigo 

@ The vertigo that occurs during infec- 
tious diseases is readily relieved by bromide 
medication (I especially favor Brometone, 
made by the Parke, Davis and Company) ; so 
readily, in fact, that the effect seems spe- 
cific. The vertigo of arteriosclerotic pa- 
tients is very difficult to treat and no one 
drug seems consistently effective. Bromides 
and barbiturates, in combination with small 
doses of chloral hydrate are somewhat ef- 
fective—S. Marx WuiTE, M.D., Professor 
of Medicine, University of Minnesota School 
of Medicine, Oct. 10, 1938. 


Treatment of Cystopyelitis 

@ Not all cases of cystopyelitis can be 
treated with formaldehyde-derivative drugs. 
Next to colon bacilli, staphylococci are the 
most frequent causative agents, and it is 
possible to make these patients absolutely 
germ-free (in the urine), within twenty- 
four hours, by means of 0.15 Gm. of neo- 
arsphenamine. Very rarely is a second in- 
jection required. The symptoms disappear 
with the greatest rapidity, including the 
fever and pain.—H. EHLERT, in Miinch. 
Med. Wchnschr., No. 28, 1937. 


Ephedrine Treatment of 
Hyperacidity 

® Gastric acidity, both total and free, was 
distinctly decreased by the use of thera- 
peutic doses of ephedrine (1 grain, or 0.065 
Gm.). As ephedrine depresses gastric mo- 
tility, it is suggested that this drug may 
find therapeutic application in the treat- 
ment of certain cases of gastric ulcer.—M. 
A. RAFFERTY, Ph.C., in Am. J. Dig. Dia. 
& Nutr., Aug., 1937. 


High-Protein Diet in 
Peptic Ulcer 


@ It has been shown that pepsin mixed with 
hydrochloric acid is far more effective in 
causing gastric lesions than the acid alone. 
Proteins have a far greater protective pow- 
er against the development of gastric le- 
sions than have either carbohydrate or 
fatty foods. Experimentally used proteins 
were gelatin, casein, and lean meat.—M. 
J. MATZNER, M.D., et al., in Am. J. Dig. 
Dis., Mar., 1938. 


* 


Treating Acute Otitis Media 


@ Aqueous solutions have no place in the 
treatment of acute, suppurative otitis media. 
Use alcoholic solutions, applied by direct 
inspection, not dropped in.—H. I. LILLIE, 
M.D., F.A.C.S., before Miss. Val. Med. Soc., 
Sept. 30, 1937. 


Codalltoin in Chronic Skin 


Affections 

® Cod-liver oil, in combination with allan- 
toin and phenol, has proved very effective 
in the treatment of burns, non-healing si- 
nuses following abdominal operations, 
chronic ulcers, extensive exfoliative derma- 
titis, and pruritic skin affections. Applica- 
tions of this ointment, known as Codall- 
toin, were made at least once daily and the 
part dressed with a gauze bandage.—LEo- 
POLD GOLDSTEIN, M.D., and H. A. SALZMANN, 
M.D., F.A.C.S., in Med. World, Jan., 1938. 


Vitamin C in Urticaria 

@ Since urticaria involves the blood vessels 
and connective tissues, and since vitamin 
C deficiency causes pathologic changes in 
these organs, it seems logical to prescribe 
citrus fruits in this disorder. In 7 cases of 
urticaria such treatment produced definite 
therapeutic results—WILLIAM A. ROSEN- 
BERG, M.D., in Archiv. Dermatol. & Syphilol., 
June, 1938. 


Pneumothorax in Lobar 


Pneumonia 

@ Pneumothorax is of no value in the 
treatment of lobar pneumonia if (1) the 
pneumonia is over 72 hours in duration, 
and (2) pleural adhesions limit the ade- 
quate collapse of the lung. Although it does 
not have any curative effect, it does def- 
initely relieve pain of pleural origin. The 
lung is kept as completely collapsed as pos- 
sible—F. G. BLAKE, M.D., in J.A.M.A., 
Aug. 13, 1938. 


Treatment of Constipation 

® Constipation and dry hair and skin may 
be the only symptoms of hypothyroidism, 
and will be relieved by small doses of 
thyroid extract, carefully administered.— 
P. J. CoNNoR, M.D., and F. J. Mater, M.D., 
in Colo. Med., July, 1937. 
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THE DOCTOR'S STUDY 


Tew Books 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


Education is the development of the capacities of the individual, 
and the setting of the individual in intelligent and 


harmonious relationshi 
—JAMES 


Electrosurgery 
BLECH 


CLINICAL ELECTROSURGERY. By Gustavus M. 
Biecu, G.C.S., G.C.G., M.D., LL.D., Formerly 
Professor of Clinical Surgery, Loyola University; 
Consulting Surgeon Westlake Hospital; Attending 
Surgeon Edgewater Hospital; Honorary Life Mem- 
ber (Gold Key Award) American Congress of 
Physical Therapy; Officier de I’Instruction Publique 
(France); Ex-President Illinois Association of Mu- 
itary Surgeons, etc. With Chapters by Hector At- 
FRED CotweLt, M.B., PH.D., D.P.H., L.R.C.P., 
M.R.C.S., Lecturer in Biophysics and Radiology; 
Senior Assistant in Cancer Research Department 
Middlesex Hospital, and Brian WELLINGTON WIND- 
EYER, F.R.C.S., D.M.R.E., Radium Officer Middle- 
sex Hospital; Visiting Radiotherapist North Mid- 
dlesex Hospital, London, England. New York: 
Oxford University Press. 1938. Price, $4.00. 


LECTROSURGERY is so relatively new 
that many surgeons are unfamiliar 
with its technics. In fact, the practitioners 
of the surgical art, who in the past have 
been slow and reluctant to adopt the liga- 
ture, asepsis, painstaking hemostasis, and 
other innovations, have tended to look 
askance at this most recent forward step, 
because of its very newness. Moreover, the 
literature on it has been scattered; but this 
handicap is now obviated. 

This volume has been written for general 
and special surgeons who have had little 
or no experience with the operative technics 
in which the high-frequency current re- 
places scalpel and scissors. The author has 
succeeded in presenting it so lucidly that 
any one determined to acquire the knowl- 
edge and facility to make good use of 
electrosurgical methods will easily overcome 
certain technical difficulties. 

The indications, advantages, and limita- 
tions of electrosurgery have been weighed, 
on the basis of personal experience and that 
of specialists in limited fields, so that the 
reader will obtain a reliable idea of electro- 
surgery, either as a complete procedure or 
as an auxiliary measure in classic opera- 


with his environment. 
. COUSINS. 


tions. Since the book is intended for self- 
instruction the author has clearly set forth 
certain reasons for failure and the simple, 
yet effective, means of obviating them. 

A chapter on the history of electrosurgery 
has been contributed by Dr. Hector A. Col- 
well, whose contributions to the history of 
medical electricity have been acknowledged 
to be authoritative, while another chapter 
on radiotherapy in cancer is from the pen 
of Dr. Windeyer, noted British radiother- 
apist, in collaboration with Dr. Colwell. 

All physicians who do any surgery at all 
will find this book helpful, and those who 
know Dr. Blech’s pleasing colloquial style 
will feel, when they read it, that they are 
having a personal conference with him. 


oe 


Diet in Sinus Infections 


and Colds 
ULLMANN 
DIET IN SINUS INFECTIONS AND COLDS. By 


Econ V. Uttmann, M.D., Formerly Special Lecturer 
for Biology at the Oregon State College; Instructor 
at the First Medical Clinic, Demonstrator at the 
Laryngological Clinic (Prof. Hajek), Assistant Phy- 
sician at the Otolaryngological Clinic (Prof. Neu- 
mann), at the University of Vienna; Member of 
the Research Staff of the State Serum Institute of 
Austria. Recipes and Menus by Elza Mez. New 

York: The Macmillan Company. 1938. Price, $2.00. 

HE “acidosis” theory will not be dis- 

carded, despite its low standing at the 
present time. Dr. Ullmann presents evi- 
dence that nasal secretions are more acid 
during the acute stage of invasion, and 
tend toward alkalinity as the infection is 
overcome, and that the urinary acidity 
varies likewise. 

By markedly limiting the amount of 
salt (or forbidding it altogether) and re- 
stricting the amount of acid-producing 
foods (starches, meats, eggs, milk), he has 
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obtained relief of chronic sinus infections 
and prevention of colds. The salt restriction 
permits the body to excrete excess fluid, 
so that the patient loses weight and the 
swollen nasal mucosa returns to normal. 
The details of his methods, with specific 
diets, are given in full. 

Those physicians who feel that sinusitis 
and “colds” are due to an altering of the 
body chemistry will enjoy this work, and 
those who do not may learn something to 
their advantage. 


A 


Psychology of Homosexuals 


KAHN 


MENTALITY AND HOMOSEXUALITY. By Sam- 
M.A., Pu.D., 


VEL KAHN, * -D., Formerly on 


the Psychiatric Staffs of Kings County and Kings 
Park State Hospitals, New York; New York County 
Penitentiary, and Sing i State Prisons, New 
York; Clinical Professor of Neurology and Psychia- 
try at Georgetown and George Washington Universi- 
ties; etc. Boston: Meador Publishing Company. 
1937. Price, $3.00. 
TS material presented in this volume 
was collected by the author, while he 
was psychiatrist to the Department of Cor- 
rection of New York City, from a casual 
study of about 500 and a detailed study of 
75 homosexual prisoners (male and female) 
in the two prisons on Blackwell’s Island. 


The material consists almost entirely of 
factual records obtained by various tests, 
conversations, letters, etc., mostly un- 
digested, and therefore leading to no very 
clear or practical conclusions, but giving 
an accurate, if rather disjointed, picture 
of the psychic reactions of homosexuals of 
both sexes. Such records have value, along 
with others, for researchers in sexual mat- 
ters, but little for the practicing clinician. 

This book might be helpful to those in 
charge of penal institutions, camps, work- 
ing gangs, schools where the pupils are 
all of one sex, and similar groups. 


A 


Insulin 


JENSEN 


INSULIN. Its Chemistry and Physiology. B 
F. Jensen, Ph.D., Associate, Laborat 
docrine Research, The Johns Hopkins 
New York: The 
Price, $2.00. 


HE author, who worked with the late 

Dr. John J. Abel, here reviews all that 
is known of insulin, its structure and func- 
tion. 

He discusses the attempts to administer 
insulin by mouth, by inunction, endonasally, 
and by injection when combined with sub- 
stances which slow its absorption and thus 
diminish the number of injections needed. 


Although the physiologic action of in- 
sulin is not yet fully understood, the au- 
thor has attempted to correlate all the 
information thus far gained on the influ- 
ence of insulin on carbohydrate metab- 


Hans 
or En- 
niversity. 
Commonwealth Fund. 1938. 
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olism. He points out that recent researches 
in this field indicate that carbohydrate 
metabolism is controlled, not only by in- 
sulin alone, but also by various other en- 
docrine principles. 

The chemical study of insulin is of 
greater significance than the investigation 
of a single hormone, however important 
it may be. Every attack upon the chemical 
nature of the crystalline principle has 
thus far indicated that it has a protein- 
like structure, but does not contain a 
prosthetic group which may be respon- 
sible for its physiologic function. In recent 
years, evidence of a protein-like nature 
of numerous other biologically active, im- 
portant substances—such as other hor- 
mones, various enzymes, and bacterial tox- 
ins—has again confronted the research 


worker with the problem of protein struc- 
ture. 


A 


Legal Aspects of Christian 
Science 


RUBENSTEIN 


A TREATISE OF THE LEGAL ASPECTS OF 
CHRISTIAN SCIENCE. By I. H. Rusensrtern, 
of the Chicago Bar. Chicago: The Crandon Press. 
1935. Price, $1.00. 

rT brief brochure of 33 pages gives 

a summary of the findings in 22 legal 
cases involving the theory and practice of 

Christian Science in general and as a quasi- 

healing art in particular. Few persons will 

consider the information it contains worth 
the price charged. 


A 


Functions of the Voluntary 


Muscles 


ROYLE 


THE FUNCTIONS OF HUMAN VOLUNTARY 
MUSCLES. By Norman D. Royte, M.D., Ch.M., 
F.R.A.C.S., Honorary Demonstrator of Anatomy, 
University of Sydney; Senior Orthopedic Surgeon, 
Lewisham Hospital, Sydney; Member of the British 
Orthopedic Association; Corresponding Member of 
the American Academy of Orthopedic Surgeons. 
Sydney and London: Angus and Robertson, Ltd. 
1938. Price, $1.15. 


Ta little monograph contains the au- 
thor’s theories on the uses of human 
muscles, which he feels are much more im- 
portant, from a clinical point of view, than 
their form, position, attachments, and nerve 
supply. He recounts the various methods of 
determining the functions of a muscle (an- 
atomic, pathologic, electrical, physiologic— 
palpation or observation of contraction of 
muscles during the performance of certain 
movements). 

After discussing the development of con- 
scious ability to move certain muscles by 
the child, he states, “The final result of 
physical education is the control of each 
muscle group; but the individual retains, 
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in most instances, not the idea of movements 
of particular muscles, but rather of the posi- 
tion of the movements of joints. If the in- 
dividual wishes to abduct the arm at the 
shoulder, he thinks, not of the deltoid, but 
of the idea of abduction, and the appropri- 
ate muscles contract to carry out the idea.” 

Separate chapters are devoted to con- 
sideration of movements of the vertebral 
column and jaws, shoulder girdle and up- 
per limb, and to the lower limb. 


A 


Silicosis and Asbestosis 


LANZA 


SILICOSIS AND ASBESTOSIS. By 
thors. Edited by A. J. Lanza, M.D., Assistant 
Medical Director, Metropolitan Life Insurance 
Company; Chairman, Industrial Hygiene Committee 
of the ‘New York Tuberculosis and Health Associa- 
tion. London and New York: Oxford University 
Press. 1938. Price, $4.25. 

HIS book has for its purpose the pres- 

entation of the medical and _ public 
health aspects of silicosis and asbestosis, 
two definitely recognized industrial dust 
diseases. Silicosis looms larger in the pic- 
ture than asbestosis because the former is 
much more widespread, affects a greater 
number of the industrial population, has 
been recognized and studied longer, and 
thus more is known about it. Pneumoco- 
niosis is the term used throughout the 
book. 

Etiology, symptoms, and diagnosis of 
silicosis and asbestosis are thoroughly 
covered, in an interesting chapter by R. R. 
Sayers, M.D., senior surgeon, United States 
Public Health Service. E. P. Pendergrass, 
M.D., professor of radiology in the Uni- 
versity of Pennsylvania Medical School, 
discusses the roentgen-ray diagnosis of both 
conditions in a thorough, detailed manner. 
The first few pages clearly delimit the 
roentgen-ray appearance of the normal 
chest. 

Other collaborators present the sections 
on pathology, experimental pathology, and 
prevention by industrial hygiene. 


A 


Various Au- 


Foods and Nutrition 
GRAVES AND TABER 


A DICTIONARY OF FOOD AND NUTRITION. By 
Luv G. Graves, Consultant, Foods, Nutrition, Diet 
Therapy; Formerly Professor of Home Economics, 
Cornell University, Ithaca, N. Y., and Iowa State 
College, Ames, Iowa; Organizer and Director of 
Dietary Departments in Michael Reese Hospital, 
Chicago, Lakeside Hospital, Cleveland, Mt. Sinai 
Hospital, New York; Author, Modern Dietetics; 
Foods in Health and Disease, and Ciarence WIL- 
puR Taper, Author of Taber’s Medical Dictionary, 
The Economics of the Family, The Business of the 
Household, etc. Philadelphia: F. A. Davis Company. 
1938. Price, $3.50. 


LL physicians are, or should be, inter- 

ested in foods and nutrition, and so are 
many other people—dietitians, nurses, home 
economists, food producers, and many mod- 
ern housewives. All of these frequently seek 
information which has not been readily ob- 
tainable, but which is gathered together 


New Books 
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handily in this handsome and well-made 
little volume. 

As many different foods have been listed 
as seemed practicable, including many of 
the newer ones, and the facts about their 
characteristics, chemistry, history, and uses 
and values are given in an authoritative 
manner. The physiology of digestion, as- 
similation, and nutrition; the chemistry of 
foods and cooking; the importance of min- 
erals in the diet; and other essential mat- 
ters, are dealt with, briefly but helpfully; 
and such medical terms as students of these 
subjects need to know are defined. 

All of the material is arranged alphabet- 
ically, and a thumb-index facilitates quick 
reference. 

The Appendix contains a considerable 
bibliography; table of weights and meas- 
ures; tables of temperatures for baking and 
refrigeration; nutritive values of foods; 
etc. 

All of the people mentioned in the first 
paragraph will find this book vastly help- 
ful; to dietitians and general nurses it will 
be almost indispensable. 


A 


Superphysical Physiology 
LEADBEATER 


THE MONAD and other Essays upon the Higher 
Consciousness. By C. W. Leapseater, Wheaton, 
Ill.: The Theosophical Press. Price, $1.00. 


ng ost physicians habitually think of a 
man as a purely physical being, but, 
today, a constantly growing number of them 
will freely admit, if challenged, that he is 
also an emotional being and a mental being; 
a few will go so far as to grant the possibil- 
ity that he may also be an intuitional being. 
Only here and there is there one who will 
go beyond that point. 

With the rapid development of psychol- 
ogy and psychiatry in the past decade or 
two, and the increasing recognition of the 
fact that many apparently physical disease 
states have a purely psychic cause, and that 
in at least 90 percent of all cases of disease 
there are psychic factors which influence 
the progress and outcome of the malady, it 
becomes increasingly important to study 
what one may well call the anatomy and 
physiology of the intangible or super-phys- 
ical parts of man. 

This small volume is a brief outline of 
the structure and functions of a human 
being, not merely up to the intuitional plane 
of consciousness, but far beyond that, to 
the level of spiritual consciousness, where 
the real man, the “Monad,” resides per- 
manently. This high level is, however, so 
far beyond the reach of present human ex- 
perience that even Bishop Leadbeater, who 
was an expert in this sort of thing, expe- 
rienced great difficulty in finding words to 
express his ideas on the subject. 

Any physician who is sufficiently open- 
minded to approach the reading of this book 
with the attitude that the statements made 
may be true, and with a firm intention to 
get something useful out of it, will, espe- 
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cially if he has made some study of the 
literature of occultism, and if he will read 
slowly, thoughtfully, and with close atten- 
tion (it is no “light summer reading’’!), 
find that it is gradually producing an expan- 
sion of his own consciousness. 

To those who may purchase this volume, 
we suggest that, instead of reading the first 
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chapter first, he read it last, and that he 
begin with the second chapter; then the 
fourth to eighth chapters, in order; then the 
third, ninth, and first, in that order. Thus 
he will approach the most difficult parts 
by a path which is not wholly strange to 
him and will find the results well worth the 
definite effort involved. 


Fw Books Ratal 


The following books have been received in this office and will be reviewed 
in our pages as rapidly as possible. 


ANNUAL REPORT OF THE SURGEON GEN- 
ERAL OF THE PUBLIC HEALTH SERVICE 
OF THE U. S. For the Fiscal Year 1938. Washing- 
ton, D. C.: United States Government Printing 
Office. oer Sale by the Superintendent of Docu- 

ments, rice, $.60 (cloth). 

LIFE’S BEGINNING ON THE EARTH. By R. 
Beutner, M.D., Px.D. Baltimore: ang Williams & 
Wilkins Company. 1938. Price, $3. 

THE PRINCIPLES OF DENTAL MEDICINE, The 
Medical Aspect of Dental Disease. By F. W. 
Broperick, M.R.C.S. (Enc.), L.R.C.P. (Lonp.), 
L.D.S. (Enc.). 3rd ae Tw Louis: The C. V. 
Mosby Company. 1939. 

THE ESSENTIALS OF "MODERN SURGERY. 
Edited by R. M. Hanprietp-Jones, M.C., Ties 
F.R.C.S.; and A. E. Porritt, M.A., M.Cu., F.R.C.S. 
Baltimore: William: Wood & Company. 1938. Price, 


$9.00. 
SURGICAL PATHOLOGY OF THE DISEASES OF 


THE MOUTH AND JAWS. By Arruur E. HeErtz- 
— M.D. ro J. B. Lippincott Company. 
938. Price, $5.00 
INFECTIONS OF THE HAND. A Guide to the 
Surgical Treatment of Acute and Chronic Suppura- 
tive Processes in the Fingers, Hand and Forearm. 
By Auten B. Kanavet, M.D. Sc.D. 7th Edition, 
Thoroughly Revised. Philadelphia: Lea & Febiger. 
1939. Price, $6.00. 
THE DIAGNOSIS AND TREATMENT OF DIS- 
EASES OF THE THYROID. By James H. 


Means, M.D., and Epwarp P. RicHarpson, M.D. 


(Reprinted from Oxford Monographs on Diagnosis 
and Treatment.) New York: Oxford University 
Press. 1938. Price, $5.00. 
en a UOUS HAIR AND ITS REMOVAL. By 
A. F. Nremoecrer, A.B., M.A., B.S. With a Fore- 
word by M. H. Marton, M.D. New York: Harvest 
House. 1938. Price, $2.00 
CHEMIE UND PHYSIOLOGIE DES EIWEISSES 
Volume 3. By Dr. 


Frankfurter Konferenz. 

Otto, Dr. K. Ferix; and Dr. F. Larsacn. Dresden 
and Leipzig: ee von Theodor Steinkopf. 1038. 
Price, RM 6.7. 

EVERYDAY SURGERY. By LAMBERT Rocers, 
PRCS.. FRESE, PRACS. FACS: and 
A. L. p’Asrev, M.B., Cu.M., F.R.C.S. W ithe an In- 
troduction by PROFESSOR G. "Grey TURNER, D.C H.. 
M.S., F.R.C.S F.R.A.C.S F.A.C.S. Bal i ore: 
William Wood & Company. 1938. Price, $4.7 

A MANUAL OF FRACTURES AND DISLOC \- 
TIONS. By Barsara Bartcett Stimson, A.B. 
M.D., Mep. Sc.D., F.A.C.S. Philadelphia: Lea & 
Febiger. 1938. Price, $2.75. 

ALCOHOL IN MODERATION AND EXCESS. A 
Study of the Effects of the Use of Alcohol on the 
Human System. By J. A. Wappett, M.D.; and H. 
B. Haac, M.D., Richmond, Virginia: The William 
Byrd Press, Inc. 1938. Price, $1.00. 

A TEXTBOOK OF NEURO-RADIOLOGY. By 
Cecir P. G. Waxerey, D.Sc., F.R.S.E., F.A.C.S., 
F.R.A.C.S. (Hon.) and ALEXANDER ORLEY, 
D.M.R.E. Baltimore: William Wood & Company. 
1938. Price, $8.00. 


M.Se., 


BIRTH CONTROL FOR THE POOR 


It is true that the lower income groups are reproducing themselves 
faster than the higher income groups, but the solution of this problem 


is not in less, but in more birth control. 


We must provide for the poor, 


who need it most, the information which is already possessed—and used 
—by the well-to-do.—MARGARET SANGER. 


ABUNDANT LIFE 


The abundant life, psychology proves, can never be defined in terms 
of money. It can only be defined in terms of habits, that is—character. 
Happiness never resides in what an individual has, but always in what 
the individual does. It never consists of what an individual receives, be 


it much or little, but always of what he gives, 


not in money, but of him- 


self. Certainly it does not reside in an easier life, but in a more active 
life, especially in old age. Most positively, it does not come from a fine 
and costly education, but from the personality traits which the individual 
develops, or from the extent to which a person is able to convert his 
innate energies into good work habits and effective contacts with his 
fellowmen.—HENRY C, LINK, Ph. D., in “The Return to Religion.” 





Medical Tlews 


“Piping” Cold Light 

N EXTENSIVE GROUP of illuminated sur- 
gical and dental instruments, in which light 
is carried around curves and concentrated 
at any desired point, and “piped” illumina- 
tion making available to the doctor or the 
dentist a powerful, sterile beam of light 
without heat, glare, or danger of electrical 
shock, have been made possible by “Lucite” 
(methyl methacrylate), a crystal-clear and 
practically unbreakable plastic developed in 
the laboratories of the du Pont Company. 

The “Lucite” gives a light which is white 
and brilliant, because it partially filters 
out the infra-red rays; a cold light, because 
the plastic is a non-conductor of heat; and 
a shadowless light, because the rays are 
concentrated at the exact point desired. 
The light source is a small electric bulb at 
the base of the instrument. The picture 
above shows how light is “piped” around 
a curve of 180 degrees, for use in dental 
operations. 


eo 


A. C. P. Postgraduate Courses 


Iw orper to give members of the American 
College of Physicians and those preparing 
for such membership, as well as for cer- 
tification by the American Board of Inter- 
nal Medicine, the College has arranged 


e 


for the conduct of post-graduate courses 
in general medicine and in several medical 
specialities, to be given in Baltimore, Chi- 
cago, St. Louis, and Nashville, so as to be 
handy for most physicians east of the Rocky 
Mountains. The programs of these courses 
are excellent and the fees reasonable. Those 
who are interested should write to E. R. 
Loveland, Executive Secretary, 4200 Pine 
St., Philadelphia, Pa. 


A 


Physicians’ Art Association 


Tue American Puysicians’ Art Associa- 
tion will conduct its second exhibit at the 
City Art Museum of St. Louis, May 14 
to 20, during the A.M.A. meeting. All phy- 
sician-artists in the United States, Canada, 
and Hawaii are invited to submit entries 
of paintings in oils or water colors; sculp- 
ture; photographic art; etchings; ceramics; 
pastels; charcoal drawings; book-binding; 
wood carvings; or metal work (jewelry). 
Practically all entries will be accepted in 
competition for the 60 valuable prizes. For 
full details, write to Dr. Max Thorek, 850 
Irving Park Blvd., Chicago, or Dr. F. H. 


Redewill, 521 Flood Bldg., San Francisco, 
Calif. 


A 


Use our reader service department 
“Send for This Literature.” 


A 


Postgraduate Courses in 
Germany 


Dvrine THE comiNG SUMMER, a wide vari- 
ety of courses of graduate medical instruc- 
tion will be conducted in Vienna, Berlin, 
Hamburg, Cologne, Munich, Leipzig, and 
other German cities, which will give an 
unusual opportunity for German-speaking 
physicians to acquaint themselves with re- 
cent advances in medicine. Foreign doc- 
tors, and Germans living abroad, receive 
special concessions on transportation. For 
complete information write to Arzliches 
Fortbildungswesen, Berlin, N.W.7., Robert- 
Kochplatz 7, Kaiserin-Friedrich-Haus. 
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To Assist You in Obtaining New and Worthwhile Catalogs, 


Booklets, Reprints, etc., 


“C.M.&S.” will forward your 


requests for any literature listed in this Department. 


Make Use of this Department 
Both Literature and Service Are Free 


The Pneumonic Lung. Its Physical Signs 
and Pathology. Denver Chemical Mfg. Co. 


Taurocol. The Paul Plessner Co. 


Dr. Weirick’s 
Weirick. 


Sanitarium. Dr. 


G. A. 


Elixir Bromaurate in the Treatment of 
Whooping Cough and other Persistent 
Coughs. Report of Cases. (Booklet.) 
Gold Pharmacal Co. 


Chondroitin; for Treatment of Idiopathic 
Headache. The Wilson Labs. 


a gm penton Treatment. Mar- 
tin H. Smith 


Feeding Diabetic Patients. Knox Gelatine 
Labs. 


Menstrual 


Regulation by Symptomatic 
Treatment. 


Martin H. Smith Co. 


Hyperol. 
Corrective. 


A Utero-Ovarian Tonic and 
Purdue Frederick Co. 


Gray’s Glycerine Tonic Comp. Purdue 


Frederick Co. 


Feeding Sick Patients. Knox Gelatine 
Labs. 


Clinical Guide for Female Sex Hormone 
Therapy. Schering Corp. 


Reducing Diets and Recipes. 
tine Laboratories. 


Knox Gela- 


The Germicidal Efficiency of the Va- 
porized Cresols of Coal Tar. Vapo- 
Cresolene Co. 
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Foot Weakness and Correction for the 
Physician. The Scholl Mfg. Co., Inc. 


Protecting the Expectant Mother. 


Corn 
Products Sales Co. 


Oreton—Male Sex Hormone. Schering 
Corp. 
Karo Syrup for Infant Feeding. 


Corn 
Products Sales Co. 


Appliances for the Mechanical Reten- 
tion of Hernia. Brooks Appliance Co. 


Vitafer. A Reconstructive Tonic contain- 
ing Antianemic Factors with Vitamin B. 
The National Drug Co 


Gestasol. The Follicular and Luteinizing 
Fractions obtained from Human Pla- 
centae. The National Drug Co 


Use of Zinc Borate in Otolaryngology. 
Hille Laboratories. 


Argyrol in Urology and Gynecology. A. 
C. Barnes Company. 


Iocapral. An Arterial Antispasmodic. 
Winthrop Chemical Co., Inc. 


Free Iodine as a Therapeutic Agent. Burn- 
ham Soluble Iodine Co. 


Adrenal Cortex; for the Treatment of 
Addison’s Disease and Asthenia. The 
Wilson Labs. 


Low Cholesterol, Low Fat, Low Caloric 
Diet List for Distribution to Patients. 
Burnham Soluble Iodine Co. 


A Survey in Two Fields of Medicine. A. 
C. Barnes Co. 
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100 Neo-Plasmoid. The Modern Solution For 


the Injection Treatment of Hernia. Farns- 
worth Labs. 


Ovoferrin. Iron in its Most Efficient Sub- 
division. A. C. Barnes Co. 


Parenteral Calcium Therapy—A Review 
of the Literature with Comprehensive 
Bibliography. Loeser Laboratory, Inc. 


Argyrol in Ophthalmology. A. C. Barnes 
Company. 


Alparene—An Effective Sclerosing Solu- 
tion for the Injection Treatment of 
Hernia. Dequin Physicians’ Products Co. 


Resumé of Venereal Therapy. Mallinck- 
rodt Chemical Works. 


Soricin in the Treatment of Intestinal 
Toxemia. The Wm. S. Merrell Company. 


Allantoin Ointment 2% in Slow and Non- 
healing Wounds and in Burns. The Na- 
tional Drug Co. 


Argyrol in Otorhinolaryngology. A. C. 
Barnes 


Barium Sulfate. Resumé of Use in Ali- 
mentary Roentgenology. Mallinckrodt 


Chemical Works 


Standardization of Estrogenic Hormone. 
Reed & Carnrick. 


Paramon—Analgesic. Seydel Chemical Co. 


Anabolin. A  Detoxicative Hormone 
from the Liver. The Harrower Labora- 
tory, Inc. 


The Physicians’ Conquest of Syphilis. 
The Tilden Co. . _ 


Moru-Quin for Injection Treatment of 
Varicose Veins. The National Drug Co. 


Clin. Med. & Surg. 


Ampoule Products for Subcutaneous, 
Intramuscular, and Intravenous Medica- 
tion. Associated Physicians Labs. 


Cofron Liver Concentrate. Abbott Labo- 
ratories. 


Cyclopropane for Anesthesia. Mal- 
linckrodt Chemical Works. 


Alkali or Calcium, Which Shall It Be? 
Wm. R. Warner & Co., Inc. 


Catchbasins for Bacteria. Schering & 
Glatz, Inc. 


Galatest—A New Micro-Reagent for 
Instantaneous Detection of Urine 
Sugar. The Denver Chem. Mfg. Co. 


Success in the Treatment of Gonor- 
rheal Urethritis. A. C. Barnes Co. 


Zemacide, an Efficient and Dependable 
Local Application for Eczema. The 
Tilden Co. 


When Mallow Was Used in Clysters. 
Wm. R. Warner & Co., Inc. 


Pregnacol, an Intradermal Test for 
the Determination of Pregnancy from 
the Second Week to the Fifth Month. 
Ernst Bischoff Co. 


Vita-Kaps. Abbott Laboratories. 


Torvic Electro-Volatilization in the 
Treatment of Laryngo-Nasal Condi- 
tions. Torvic Laboratories, Inc. 


Acid Mineral Therapy. Acid Mineral 
Distributing Co. 


Tebigen—A New Homologous Anti- 
gen for the Diagnosis of Tuberculosis. 
Ernst Bischoff Co. 
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